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ABSTRACT 
 Aside from a change in their physical environment from home to a long-term care 
facility, most clients with dementia in a long-term care (LTC) setting experience an 
advanced level of degenerative change in both cognitive and body functions, which leads 
to increasing challenges in engagement in occupation. To analyze their occupational 
performance, establish therapy goals, and measure the outcomes of intervention, 
occupational therapy practitioners use assessment tools in the therapy process (American 
Occupational Therapy Association [AOTA], 2014). However, there is the significant 
mismatch between existing assessment tools and the clinical need to properly capture 
functional progress in residents with dementia in a LTC setting. Therefore, this project 
introduces the FPM-D, which was specifically designed for residents with moderate to 
moderately severe dementia in LTC facilities. To maximize the usefulness of this new 
instrument, the author reviewed previous attempts made to address the need and obtained 
feedback from current occupational therapy practitioners in this setting. This new 
assessment tool is 1) designed to assess the function of clients with dementia; 2) has a 
progress-tracking feature with different timelines; 3) takes less than 15 minutes for 
  vii
administration; 4) allows customization of target activities, 5) includes only items 
appropriate for a LTC setting; and 6) assesses both cognitive and physical aspects of 
function based on the Cognitive Model in occupational therapy practice (Lazzarini, 
2005). Along with the development process, this project includes plans for evaluation and 
dissemination. The follow-up study for evaluation aims to investigate the usefulness of 
the instrument in the LTC clinical setting and dissemination activities focus on 
disseminating this innovation in occupational therapy practice. The author believes that 
this new instrument will make a positive contribution to the quality of occupational 
therapy services in LTC facilities by effectively meeting the clinical needs of residents 
with dementia. 
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CHAPTER 1: INTRODUCTION 
 In long-term care (LTC) settings, occupational therapy practitioners encounter a 
significant number of clients with moderate and moderately severe dementia classified as 
either stage 5 (Moderately Severe Cognitive decline) or stage 6 (Severe cognitive 
decline) on the Global Deterioration Scale (GDS) (Reisberg, Ferris, de Leon, & Crook, 
1982), who need assistance to survive.  
As indicated in the Occupational Therapy Practice Framework (OTPF) (American 
Occupational Therapy Association [AOTA], 2014), selecting and administering 
appropriate assessments in clinical evaluation is important for occupational therapy 
practitioners in order to analyze clients’ occupational performance as well as to promote 
effective therapy planning for a safe discharge.  However, there is the significant 
mismatch between existing assessment tools and the clinical need to properly capture 
functional progress in clients with dementia in a LTC setting. The author believes that the 
lack of an appropriate functional assessment tool for the residents may contribute to 
premature therapy discharge due to limited evidence of functional improvement based on 
existing assessment tools.  
To address this problem, this project introduces a new functional assessment tool 
specifically designed for residents with moderate to moderately severe dementia in LTC 
facilities. The instrument is based on an investigation of the ideal characteristics this tool 
should have to effectively meet clinical demands. This new instrument is designed as a 
therapy progress measure that is clinically suited for use in the LTC facilities to promote 
effective therapy planning and outcome analysis based on clinical evidence of functional 
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gains. It will take a short time for occupational therapy practitioners to administer this 
assessment as well as provide information useful in outcome analysis and rehabilitation 
documentation for progress reporting.  
Domain of Occupational Therapy 
As indicated in the domain of the OTPF (AOTA, 2014), occupational therapy 
practitioners are skilled in evaluating all aspects of an occupation, their interrelationships, 
and the client’s performance within his or her environment. Because occupations are used 
as “the means and the ends of interventions” (Trombly, 1995), the performance of a client 
in his or her targeted occupation (a target activity) at different time points is a primary 
focus of occupational therapy evaluation. Accordingly, the new functional assessment 
tool developed in this project has this focus in order to guide establishment of appropriate 
therapy goals for a resident and measure his or her functional changes over time. The 
instrument is designed for a specific context – a LTC setting, and to help establish target 
performance goals that are within the domain of the OTPF and relevant to residents in 
this setting.  
Chapter Overview 
The following chapters provide the details about how this new instrument was 
developed and how this innovation may be incorporated into the current therapy process 
for the benefit of the residents receiving therapy in a LTC setting. Chapter 2 focuses on 
the problem, the lack of an appropriate functional assessment tool that can be used to 
properly measure therapy progress in clients with dementia in a LTC setting. A proposed 
explanatory model of the problem guided a literature search to investigate previous 
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attempts made to address this need. Based on the theoretical and evidence base, the 
author suggests six key features for an ideal functional assessment tool that will be 
effective for residents with dementia in a LTC setting. Chapter 3 provides a detailed 
description of the instrument and its intended use in a therapy process. To investigate the 
practicality and usefulness of the instrument in a LTC setting, a plan for project 
evaluation is necessary and Chapter 4 provides the logic model, evaluation goals, 
outcomes, budget specifics, and data analysis plan for this evaluation. All necessary 
budgets from development to dissemination of this project are listed in Chapter 5: 
Funding Plan with potential funding opportunities. Chapter 6: Dissemination Plan 
describes both local and public level dissemination planning with cost specifics and 
dissemination activities. Finally, Chapter 7 provides conclusions of this doctoral project 
and future implementation. 
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CHAPTER 2: THEORETICAL AND EVIDENCE BASE OF THE PROJECT 
Theoretical Base  
Aside from a change in their physical environment from home to a long-term care 
facility, most clients with dementia in a LTC setting experience an advanced level of 
degenerative change in both cognitive and body functions, which leads to increasing 
challenges in engagement in occupation. To better assist this population from a 
rehabilitation perspective, we need to have a thorough understanding of what functional 
changes can be expected, what goals should be addressed in intervention, and how to 
measure functional progress in the clients who receive intervention. According to the 
Cognitive Model in occupational therapy practice, cognition is dynamically related to 
motor functions and to the environment, and limitations in one affect the other because of 
their consistent interaction and adaptation (Lazzarini, 2005). Therefore, a functional 
assessment for this population needs to address physical function, cognitive function, and 
environmental factors.  
Most functional assessment instruments that occupational therapy practitioners 
use to assess clients in a LTC setting, e.g. the Modified Barthel Index (MBI) or the 
Functional Independence Measure (FIM), primarily measure the level of physical 
assistance provided during activities of daily living (ADL) and mobility in the form of a 
total score. Therapy practitioners use the differences between total scores during the 
course of therapy to measure therapy progress, as is traditionally done in other medical 
settings. However, in clients with dementia, compromised cognitive function may be 
significantly related to their level of functional performance, therefore these instruments 
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may not detect the types of changes in function that are more likely to be achieved. 
Nevertheless, facility policies often mandate use of these standard assessments for 
progress monitoring in this population. The question is: why? One possibility is that 
people do not expect that clients with dementia will make functional improvement from 
therapy intervention and thus have not yet considered the need for an assessment tool to 
measure functional change in these clients. Ciro, Hershey, and Garrison (2013) 
mentioned this possibility in their study of clients with dementia with Lewy Body (DLB). 
They reported that there is no research regarding the impact of rehabilitation intervention 
for the client with DLB, and interventions for minimizing functional loss of this 
population are highly understudied.  
Therapeutic intervention in the cognitive model includes both remedial 
(restorative) and compensatory (adaptive) approaches depending on the cognitive 
capacity of the clients. Toglia (1998), in her dynamic interactional approach in the 
cognitive model, emphasized the importance of “learning ability” of the clients with 
dementia when selecting an appropriate intervention. Remedial intervention aims to 
restore function through a learning process, whereas compensatory intervention aims to 
provide optimal support using cues and task and environmental modification to facilitate 
the clients’ best function given that they have lost learning ability (i.e., are limited in their 
ability to acquire and carryover knowledge from the environment) and have to rely more 
heavily on their remaining abilities. However, if after receiving a rehabilitation 
intervention, a client with dementia needs less support of any kind, not limited to the 
level of physical assistance needed while engaging in an occupation, this still can be 
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considered a meaningful functional improvement.  In order to capture such changes, 
however, a new functional assessment is needed, which is the focus of this project. The 
project aims to properly measure functional progress in clients with dementia in a LTC 
setting by closely monitoring changes in their need for support while engaging in daily 
activities.  
 
Proposed Explanatory Model of Identified Problem 
As described previously, the problem to which this project is directed is the lack 
of an appropriate functional assessment tool to measure therapy progress in clients with 
dementia in a LTC setting. The author proposes that this problem arises from four major 
factors:  
a. Factor 1: Functional problems resulting from dementia have different 
features than those resulting from acute-onset conditions. 
b. Factor 2: Most functional instruments used in the long-term rehabilitation 
setting do not take into account changes in cognitive function. 
c. Factor 3: There has been limited attention to functional assessment for 
clients with dementia because people do not expect that clients with 
dementia would make functional progress through intervention.  
d. Factor 4: Most cognitive screening tools and functional assessment tools 
were not made to measure therapy progress in the long-term rehabilitation 
setting.  
These factors are logically related in sequence as depicted visually in Figure 2.1.  
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Figure 2.1 Explanatory Model of the Problem 
 
 
 
  8
Evidence Regarding the Proposed Explanatory Model of Identified Problem 
To investigate the elements of the proposed model, a search of the evidence was 
conducted guided by the following questions:  
1. Is there evidence that the profile of functional limitations displayed by 
people with dementia is different from the profile of functional limitations 
displayed by people with stroke receiving rehabilitation intervention? 
2. Is there evidence that clients with dementia can make functional 
improvement with appropriate rehabilitation intervention? 
3. How has functional progress for clients with dementia been defined and 
measured in rehabilitation?   
4. Are the factors considered in rehabilitation intervention provided in the 
long-term care setting similar or different from the factors considered in 
the acute care setting? 
Electronic databases such as Sage Premier, EBSCOhost, Elsevier Science Direct, 
PubMed, BioMed Central Open Access, Premiere, ProQuest, Oxford University Press 
Journals, and Journals@Ovid were used for this evidence search. Keywords used for each 
question were: 
 1) Question 1: dementia, stroke, functional limitations, cognitive functioning, 
impairment, therapy, and rehabilitation;  
2) Question 2: dementia, treatment outcome, neuroplasticity, improvement, 
function, performance, task, therapy, and rehabilitation; 
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 3) Question 3: dementia, measure, neuroplasticity, improvement, function, 
performance, task, therapy, and rehabilitation:  
4) Question 4: setting, difference, long-term, acute, rehabilitative, nursing home, 
impatient, and care.  
Inclusion criteria for each search question included: 
1) Question 1: studies examining components of functional limitations (from 
physical and/or cognitive decline/change) in people with dementia and/or 
stroke receiving rehabilitation in any location;  
2) Question 2: studies examining any functional change or improvement in people 
with dementia receiving rehabilitation intervention in any location;  
3) Question 3: studies providing information on functional measures used to 
measure functional progress in clients with dementia in any rehabilitation 
setting;  
4) Question 4: studies providing information regarding differences between 
rehabilitation intervention provided in the long-term care setting and in the 
acute care setting or any description of rehabilitation services provided either 
in the acute care setting or long-term care setting.    
From the search results, evidence from the literature published in English within 
the past 15 years was reviewed for each question. Appendix A: Evidence Summary Table 
provides the details of the search results. 
The first question refers to whether there is evidence that functional problems 
resulting from dementia have different features than those resulting from acute-onset 
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conditions, such as stroke. Results indicated that functional limitations displayed by 
people with dementia are different from those typically displayed by people with stroke 
although both dementia and stroke affect cognitive and physical function. People with 
stroke show functional limitations in physical function that reflect the affected area of the 
brain, such as middle cerebral artery or cerebellar stroke symptoms, whereas no study 
was found that described a unique pattern of physical decline in people with dementia. 
Rather a general decline associated with degenerative cognitive decline characterizes this 
condition.  Also, cognitive impairment from dementia frequently is associated with 
behavioral impairment (Aries et al., 2010) whereas cognitive impairment from stroke 
typically affects logical deductive ability and executive functions that impact functional 
performance during mobility and ADLs (Pahlman et al., 2011). Interestingly, one study 
found that clients with stroke with low MMSE scores were at high risk of developing 
dementia over time (Rist et al., 2013).  Considering the different features of functional 
impairment, these findings imply that methods developed to assess function in people 
with stroke might not fully capture the relevant features of the functional problems of 
people with dementia. Therefore, a method designed specifically to assess function in 
people with dementia would provide more relevant information regarding functional 
progress.  
The author proposes that one factor contributing to the problem is that limited 
attention has been paid to functional assessment for clients with dementia because people 
do not expect that clients with dementia would make functional gains through 
intervention. That is, there is an assumption that clients with dementia cannot change 
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since dementia affects learning. Thus, the second search was conducted to determine 
whether there is any evidence that clients with dementia can make functional 
improvement with appropriate rehabilitation intervention. Several studies were found that 
provide positive evidence that a client with dementia can make functional improvement 
with dementia-adjusted and individually tailored rehabilitative intervention (either 
physical or cognitive). These changes include increasing fitness, physical function, 
cognitive function and positive behavior (Heyn, Abreu, & Ottenbacher, 2004; Pitkala et 
al., 2013; Thom & Clare, 2011). Interestingly, limited studies of older clients with 
dementia in general were found during the search. The paper by Gardner, Valcour and 
Yaffe (2013) described reasons for the limited amount of research as reflecting the 
difficulty of defining functional decline, a necessary component for a dementia diagnosis, 
the lack of normative neuropsychological data, and other shortcomings inherent in 
existing diagnostic criteria.  Based on this review, the author proposes that limited 
attention to the potential of functional improvement in clients with dementia may account 
in part for the limited number of studies found for this question. However there is some 
supporting evidence that clients with dementia can make functional improvements. 
How has functional progress for clients with dementia been defined and measured 
in rehabilitation? In this doctoral project, “function” includes not only body functions, as 
defined by the OTPF (AOTA, 2014) but also functional performance demonstrated 
during ADL and mobility, including both physical and cognitive elements. Therefore, 
measuring “functional progress” in this project does not refer to measuring the 
impairment level of certain components of body function but to a change in functional 
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performance in ADL and mobility, including change in need for or amount of cuing and 
task and environmental modification.  
Results of the search of the literature showed that functional progress in older 
adults receiving rehabilitation typically has been measured by change in impairment level 
of motor function, global cognitive function, behavioral symptoms, and change in 
“physical” assistance level. Assessments that have been used in research studies with 
people with dementia include 1) COPM and Goal attainment scaling (GAS) in the study 
by Ciro, Hershey, and Garrison (2013); 2) Executive Interview (EXIT), Trail Making 
Test AB, Stroop Color-Word Test, Controlled Oral Word association Test, Mini Mental 
Status Exam (MMSE), Quality of Life (QOL-AD), and Geriatric Depression Scale in the 
study by Yu et al. (2013); 3) Disability Assessment for Dementia (DAD), Assessment of 
Motor and Process Skills (AMPS), and the Cornell Scale for Depression in Dementia 
(CDSD) in the study by Lam et al. (2010); and 4) the Hamilton Depression Rating Scale, 
the Positive and Negative Symptom Scale, the Cohen-Mansfield Agitation Scale in the 
study by McKeith and Cummings (2005) . One study measured functional progress with 
the FIM motor gain, the percentage of clients discharged to the community, and the 
percentage of clients reporting they were “quite a lot” or “completely” prepared to 
manage their care at discharge from SNF-based rehabilitation (Silverstein et al., 2006). 
However, this study stated that no measures correlated with any rehabilitation outcomes. 
Based on the search result, evidence indicates that functional progress in clients with 
dementia has been measured mostly in the aspect of change in physical impairment level 
and need for physical assistance. Although several measures of cognition were used in 
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the studies to look at the change in global cognitive impairment level, there is limited 
evidence that these measures provide more information than screening or enough 
information to track functional progress in clients with dementia. Considering that the 
degenerative change from dementia affects both cognitive and physical function, both 
aspects of function need to be looked into in measuring functional progress.   
The last question concerned evidence regarding environmental differences 
between the acute care setting and long-term rehabilitation setting. In clinical practice, 
the author has found that some items in commonly used cognitive screening tools and 
functional assessment tools are not fully compatible to the situation of clients in a long-
term care setting. For example, items on the Blessed Dementia Scale (Blessed, 
Tomlinson, & Roth, 1968) such as “Inability to perform household tasks”, “Inability to 
cope with small sums of money”, “Inability to find way about familiar streets” and the 
items of Brief Cognitive Rating Scale (BCRS) (Reisberg & Ferris, 1988) such as 
“Decreased job functioning evident to coworkers” and “Decreased ability to perform 
complex tasks such as planning dinner for guests, handling finances, marketing” are not 
fully applicable to the residents in a LTC setting. Because these items are not applicable 
to the setting, scores on those items remain at zero at the initial assessment and at 
discharge, which decreases sensitivity of the overall score to change.  
A search was conducted for evidence on similarities and differences between 
factors considered in rehabilitation intervention provided in the long-term care setting 
and in the acute care setting. No study was found that compared rehabilitation provided 
in these two settings or described differences or similarities in therapy goals for clients in 
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these different settings. Instead, two studies provide very minimal information on socio-
demographics of clients and geographic disparities in therapy outcomes. One study stated 
that people with lower incomes were more likely to receive institutional care and more 
likely to receive SNF versus inpatient rehabilitation facility care (Freburger et al., 2010).  
The other study indicated that there were no setting-specific effects found in therapy 
outcomes of clients with hip fracture who received rehabilitation services in 3 different 
post-acute settings: SNFs, inpatient rehabilitation facilities, or home health (DeJong, 
2014). Although there was limited evidence that supports environmental differences 
between the acute care setting and long-term rehabilitation setting, this search result 
strengthens the conclusion that limited attention has been paid not only to environmental 
differences between rehabilitation settings but also the selection of assessment items that 
are applicable to clients in a LTC setting. This finding supports the need for an 
appropriate assessment tool that includes relevant assessment items fully applicable to the 
resident of a LTC setting.   
Previous Attempts to Address the Problem 
In a LTC setting, “functional improvement” in ADL and mobility has been 
identified as a valid indicator to support the need for continuous therapy services under 
the current insurance system. Medicare mandates justification of the medical necessity of 
treatment as a requirement for reimbursement (“Medical Review and Education”, n.d.) 
and other commercial insurance companies also request evidence of “functional 
improvement” from therapy for further authorization. If there is no documentation of 
observable functional improvement, a claim for continuous therapy service could be 
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denied by Medicare reimbursement and it may incur out-of-pocket cost to clients for 
more therapy visits. To reduce financial burden to clients and their families, it is 
important for therapy practitioners not only to provide therapy services to those who 
would benefit, but also to properly capture functional improvement with objective 
assessment methods.  
Although there are various functional assessment tools available for occupational 
therapy practitioners to use, there are few functional assessment tools appropriate for 
clients with dementia in this setting. The most commonly used functional assessment 
tools such as the Modified Barthel Index (MBI), and Functional Independence Measure 
(FIM) are primarily focused on change in physical function but not cognitive function.  
Similar to the primary purpose of the Barthel Index (McDowell, 2006), the MBI 
is intended to measure functional independence of a client in personal care and mobility. 
The MBI was modified from the Barthel Index to address a shortcoming related to the 
difficulty in demonstrating change status in each of the items during assessment (Shah & 
Muncer, 2000). According to Shah and Muncer (2000), MBI is more suitable for clients 
in a geriatric rehabilitation setting due to its increased sensitivity for capturing small 
functional gains in clients. Compared to the Barthel Index, MBI has higher sensitivity 
(t=4.49, p<0.001), enough to capture a small functional change of a client in a total score, 
and higher reliability, with α = 0.89 at the initial assessment and α = 0.91 at discharge 
(Shah & Muncer, 2000). In a long-term care setting, MBI is commonly used to identify 
current functional status and goals for discharge including appropriate follow-up care 
after therapy intervention by clarifying the current level of functional needs of a client in 
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ADL and mobility at the point of discharge. However, based on the author’s clinical 
observation, while the MBI is useful in measuring “functional status” of a client in ADL 
and mobility, there is a high possibility of a floor effect in individuals with moderately 
severe dementia in a LTC setting.   
Another commonly used functional assessment tool in this setting is the FIM. The 
FIM is designed to assess physical and cognitive disabilities in terms of level of care 
required (McDowell, 2006). The main strengths of this measure are that it can be used 
with clients of all ages and diagnoses and that non-clinicians can use this measure as long 
as a rater gets trained (McDowell, 2006). Limitations include 1) its inflexible rules for 
scoring by rating a person as “disabled” on items where an assessment was not made, 2) 
low sensitivity with a ceiling effect on its cognitive and social communication items and 
3) a large range of false negative rates for detection of cognitive deficit using this tool, 
especially the Social Cognition subscale items (McDowell, 2006). Along with this 
limitation, this author has noticed that clients with dementia tend to show less noticeable 
change in the total score of the FIM over time although they might have made some 
progress in cognitive function by needing a reduced amount of cues.  
Is there any other assessment tool that might be more appropriate to measure 
functional changes in a LTC setting? To find an answer to this question, the author 
investigated literature in the area of special education in persons with intellectual 
disabilities as well as individuals with dementia because the area of intellectual 
disabilities is most likely to have addressed a similar problem as what the author aims to 
address in the doctoral project.  
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A total of eight assessment tools were reviewed: the Edinburgh Feeding 
Evaluation in Dementia Scale (Stockdell & Amella, 2008); the modified Blessed 
Dementia Scale (DS); Scales of Independent Behavior – Revised (Bruininks et al., 1996); 
the Alzheimer’s Disease Cooperative Study-Activities of Daily Living inventory (ADCS-
ADL) (Ard, Galasko, & Edland, 2013); the Dependence Scale (DS); Disability 
Assessment for Dementia (DAD) (Wyrwich, et al., 2014); the Alzheimer’s Disease 
Functional Assessment and Change Scale (ADFACS) (Manero, et al., 2014), and an 
inventory to assess activities of daily living for clinical trials in Alzheimer's disease 
(Glasko et al., 1997). Appendix A provides details about the content and the rating scale 
of each instrument.   
Among these eight assessment tools, five include instrumental activities of daily 
living (IADL) items that are irrelevant to a LTC setting (e.g. using household appliances, 
handling money, shopping, preparing food, in the ADFACS). The outcomes from these 
assessments are represented in a variety of ways: total scores (e.g. DAD – total scores 
ranges from 0–100, higher scores represent better functioning); individual scores from 
ordinal rating scales measuring frequency of needing a certain level of assistance (e.g. 
Never (0), Sometimes (1), Often (2) in the Edinburgh Feeding Evaluation in Dementia 
Scale (Stockdell & Amella, 2008) or impairment level (e.g. 0=no impairment, 1=mild 
impairment, 2=moderate impairment, 3= severe impairment and 4=non-assessable in the 
ADFACS) (Manero et al., 2014); or three levels of ADL descriptors as “independently”, 
“with supervision” or “with physical help” in an inventory to assess activities of daily 
living for clinical trials in Alzheimer's disease (Galesko et al., 1997). Although all these 
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assessment tools are usable with individuals with dementia, none of them are necessarily 
applicable to the clients with dementia in a LTC setting considering that these clients 
might show subtle or no change in impairment level over time.  Also, most of the rating 
scales are not specific enough to capture change in function over time. For example, if a 
client performed toileting “with physical help” in an inventory to assess activities of daily 
living for clinical trials in Alzheimer's disease (Galasko et al., 1997), he or she might still 
need physical help after 10 days of therapy although he or she might need less verbal and 
visual cues. In this case, a rating scale with three levels of ADL descriptors as 
“independently”, “with supervision”, or “with physical help” will not be sensitive to 
capture this change in function. Also, the MBI and the FIM seem to be used more often 
than these tools in this setting because therapy practitioners prefer short-form assessment 
with basic ADL items that can be administered within the therapy session.  
What are the important features a functional assessment tool should have to 
appropriately assess functional progress of the clients with dementia in a LTC setting? 
Based on clinical experience, the author identified six features of an ideal functional 
assessment tool for this purpose: 1) designed to assess the function of persons with 
dementia; 2) has a progress-tracking feature built in; 3) takes less than 15 minutes for 
administration; 4) allows customization of target activities, 5) all items are appropriate 
for a LTC setting; and 6) assesses both cognitive and physical aspects of function.  The 
rationale for each feature is provided below: 
1) Designed to assess the function of clients with dementia: As indicated in 
several studies (Chien, Kam, & Lee, 2001; van Weert, Bolle, van Dulmen, & 
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Jansen, 2013; Scholzel-Dorenbos, Meeuwsen, & Olde Rikkert, 2009), 
developers of instruments pay careful attention to the needs of the target 
population and design their instruments to meet these particular needs. 
Therefore, it is important for the practitioner to pay attention to which client 
group an assessment is designed for when selecting an instrument and to be 
very cautious when there is not a match between these two elements. Thus, if 
an instrument has been developed to assess function of individuals with 
stroke, the focus (content and measurement scale) of this instrument might not 
be the same as an instrument designed to assess function of individuals with 
dementia. To properly assess the functional change in persons with dementia, 
the author believes that the instrument should be designed to address their 
specific needs and characteristics.      
2) A progress-tracking feature built in: A method for tracking progress is 
essential in outcome analysis to provide justification of the medical necessity 
of treatment for continuous coverage from Medicare (“Medical Review and 
Education”, n.d.) and other commercial insurances. Therefore, a progress-
tracking feature that allows an assessor to easily track functional changes over 
time has to be included in the instrument. 
3) Administration time less than 15 minutes: In interviews conducted with 10 
occupational therapy practitioners working in a LTC setting in the author’s 
location, 100% responded that they prefer an assessment that takes a short 
administration time, i.e. that can be completed within a therapy session, and 
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80% considered 10–15 minutes appropriate because they will still have time 
during the session to provide intervention. Therefore, a short administration 
time should be included as one of the essential features to ensure usefulness 
and practicality in any duration of therapy session provided in a LTC setting.  
4) Customization of target activities: Depending on the residual learning 
capacity of the clients, occupational therapy practitioners use either remedial 
or compensatory intervention based on the Cognitive Model in occupational 
therapy practice (Lazzarini, 2005) to properly meet the clinical needs of 
geriatric clients with dementia. In these intervention approaches, activity 
analysis and behavior techniques of cueing, chaining, and reinforcement are 
used to adjust activity demands to a manageable level and decide the right 
type of support to maximize functional gains for each individual with 
cognitive impairment. Considering the different clinical needs of each client 
with dementia, the author believes that customization in target activities is an 
essential feature for proper goal setting based on individual needs. The 
example page of Appendix C provides examples of typical individualized and 
customized target activities.  
5) All items appropriate for a LTC setting: Considering that the target population 
is residents with dementia in a LTC setting, all the assessment items should be 
applicable for a LTC setting. As was mentioned previously in the analysis of 
question 4 (p.12) of this Chapter, the scores for non-applicable items stay the 
same from initial assessment to discharge. Excluding non-applicable items 
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would create a more efficient assessment to more fully represent functional 
changes.  
6) Assessment of both cognitive and physical aspects of function: According to 
the Cognitive Model, cognition is dynamically related to motor functions and 
the environment, and impairment in one affects the other because of their 
consistent interaction and adaptation (Lazzarini, 2005). Due to this close 
connection between the cognitive and motor systems, the author believes that 
the ideal assessment should be sensitive to both cognitive and physical aspects 
of function. The importance of assessing both cognitive and physical aspects 
of function will be explained in detail in Chapter 3: Description of Project.  
The previously listed assessment tools were examined in relation to these six 
features, and the results are summarized in Table 2.1. A checkmark (V) indicates that the 
assessment tool demonstrates the feature.  
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Table 2.1 Suitability of Commonly Used Functional Assessment Tools for a LTC 
setting 
Assessment 
Designed 
for clients 
with 
dementia 
Progress 
tracking 
feature  
Administration 
time less than 
15 min 
Can be 
customized  
All items 
appropriate 
for a LTC 
setting 
Assesses 
both 
cognitive 
& 
physical 
function 
 MBI     V  
FIM      V 
Edinburgh 
Feeding 
Evaluation in 
Dementia Scale 
V  V    
The modified 
Blessed dementia 
scale 
V     V 
Scales of 
Independent 
Behavior – 
Revised 
      
 ADCS-ADL V      
 DS V      
 DAD V     V 
 ADFACS  V      
ADL inventory 
for clinical trials 
in Alzheimer’s 
disease 
V      
Note. MBI = Modified Barthel Index; FIM = Functional Independence Measure; ADCS-
ADL = Alzheimer’s Disease Cooperative Study-Activities of Daily Living inventory; DS 
= Dependence Scale; DAD = Disability Assessment for Dementia; ADFACS = 
Alzheimer’s disease functional assessment and change scale. 
 
As indicated in this table, none of these assessment tools meets all six indicators 
for an ideal instrument for clients with dementia in a LTC setting. In particular, there is 
no assessment tool that includes a progress-tracking feature and that allows customization 
of target activities. The author considers these two assessment features as especially 
important because 1) a progress-tracking feature allows an outcome analysis of functional 
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progress of a client over time, and 2) a customization feature allows an assessor to 
establish goals that meet individual needs of each client, including a specific component 
of a certain ADL task (See the example page of Appendix C) in Neurofunctional Training 
(Giles, 2005). Considering the significant mismatch between existing assessment tools 
and the clinical requirements to properly capture functional progress in clients with 
dementia in a LTC setting, we need a new instrument that could be used as a therapy 
progress measure appropriate for this population by meeting the above-specified 
indicators. 
In her own clinical experience, the author has seen many cases of functional 
improvement in individuals with dementia in a LTC setting. They might make slower 
functional progress in ADL than clients with other conditions and the amount of 
improvement could be smaller but they may make functional improvement by needing 
less cues and assistance during ADL. There are a few studies that provide clinical 
evidence of this functional improvement potential (Ciro et al., 2013; Lam et al., 2010; 
Schwenk et al., 2014; Yu et al., 2013). However, the existing functional assessment tools 
used in this setting do not properly capture this type of functional progress, include 
assessment items that are not applicable to a LTC setting, and take a long time to 
complete. To properly meet the clinical needs of these clients, an ideal functional 
assessment tool should be a short-form progress tracking measure that assesses both 
cognitive and physical function, includes only items appropriate for a LTC setting, and 
allows customization in goal activities based on the individual needs of each client. As 
the investigation summarized in this chapter revealed, currently there is no published 
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instrument that meets these criteria. Therefore, the Functional Progress Measure for 
Residents with Dementia in LTC facilities (FPM-D) was developed to meet all the 
specified indicators and properly meet clinical demands.  
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CHAPTER 3: DESCRIPTION OF THE PROJECT 
The primary purpose of the FPM-D is to assess functional performance of clients 
in a way that is sensitive to both cognitive and physical limitations and to track their 
functional progress over time. According to the Cognitive Model, cognition is 
dynamically related to motor functions and the environment, and impairment in one 
affects the other because of their consistent interaction and adaptation (Lazzarini, 2005). 
Therefore, a functional assessment for this population needs to include physical function, 
cognitive function, and environmental factors. To maximize the usefulness of the tool, it 
was designed to have a short administration time of less than 15 minutes and to allow 
occupational therapy practitioners to customize target activities within the basic ADL 
categories appropriate for a LTC setting.   
To capture functional improvement of persons with dementia, the author focused 
on measuring the amount of supports needed during the performance of the target 
activity. In this assessment, “supports” refers to both physical assistance and cues needed 
for an individual to complete the goal activity. The amount of supports needed is used to 
identify meaningful change because needing decreased amount of support to complete a 
task is an observable indicator that the client has made functional improvement based on 
the Cognitive Model in occupational therapy practice (Lazzarini, 2005). Within a 
category of basic ADL tasks, an assessor or a occupational therapy practitioner is asked 
to enter the target activity he or she plans to address in treatment and indicate what type 
of support (e.g. verbal cue, visual cue, tactile cue, physical assistance, multiple forms of 
assistance) is currently provided to enable the client to complete the task. Definitions for 
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determining the appropriate rating of the amount of support needed are provided. On the 
same assessment sheet, the assessor or the therapy practitioners reassesses the client on 
the target activities at the next checkpoint, such as 10 days or 30 days later or at 
discharge, and again records the support provided. The most recent assessment data are 
entered on a line under the initial data so that the assessor can easily determine whether 
there has been a change (i.e., functional improvement) in that item by comparing the 
ratings (See Appendix C for a copy of the assessment form).  
As discussed in Chapter 2, the 6 major features of the FPM-D are listed in Table 
3.1. 
Table 3.1 Key Features of the FPM-D  
 
 
 Designed to assess the function of clients with dementia 
 Includes a progress-tracking feature 
 Administration time less than 15 min 
 Target activities can be customized 
 All items are appropriate for a LTC setting 
 Assesses both cognitive and physical function 
 
The author believes that rating the needed amount of the selected type of support 
and facilitating comparison of ratings on the same activity at different time points would 
be an effective approach to indicate functional progress in clients with dementia even if 
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the change is slow paced or small. For example, a client with moderate stage dementia 
often needed a verbal cue in feeding. To capture even the slightest functional change of 
this client, an occupational therapist (OT) could customize one or two individualized 
feeding task(s) for him or her. In the customization box in the feeding category, the OT 
would list the target task as “Picking up a cup of beverage and bringing it to the mouth 
without spilling”, check “Verbal cue” under type of support, and “1- often needing the 
selected type of support” in the rating grid for the initial assessment date. After 7 days, 
the OT re-assesses the client on the same target task and rates the client as “2- 
occasionally needing the selected type of support”. By comparing the ratings at the two 
outcome points in the rating grid, the OT can draw the conclusion that the client has 
made functional improvement by needing less assistance (See the example page of 
Appendix C). Considering that existing assessment tools mostly focus on the change in 
the amount of needed physical assistance in general task in ADL, this new assessment 
tool would provide a clinically meaningful outcome in this setting because both cognitive 
and physical aspects of function are assessed to measure functional change during 
individualized goal tasks. 
Feedback from Potential Users 
 To ensure that the instrument being developed was clear and acceptable to 
practitioners, feedback was obtained from the colleagues of the author, a total six current 
occupational therapy practitioners working with individuals with dementia in a LTC 
setting.  Some changes were made based on their feedback. The term “Type of 
Assistance” was replaced with “Type of Support” (Appendix C) because of feedback that 
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the term “assistance” seems to refer more to physical assistance in a LTC setting and 
therefore the different cues listed under “Type of Assistance” confused users. Rating 
instructions are provided on the first page of the instrument by placing them right above 
the table to provide a visual reminder for users when they rate the function of a client. 
These changes were reviewed by the occupational therapy practitioners that initially 
provided feedback. They confirmed that the tool is easy to comprehend, takes a short 
time to administer, and that customization will allow individualized goal setting that is 
highly necessary for clients with dementia. They agreed with the author that including 
any type of support in measuring functional progress would show any possible functional 
progress their clients with dementia might make during therapy process.  
Dissemination Plan 
Although this assessment tool was specifically designed to meet the clinical needs 
of clients with dementia in the LTC setting, persuading occupational therapy practitioners 
to choose this tool over other commonly used tools, such as the MBI and the FIM, may 
be a challenge in clinical implementation. It takes time and understanding for 
occupational therapy practitioners to change what they are used to doing and to adopt 
something new. To overcome this challenge, the Diffusion of Innovations theory (Rogers, 
1995) has been applied to guide dissemination planning.  
When considering an uncomfortable prospect of change, it is crucial to present 
therapy practitioners a sufficient cause for a change and build their expectation for a 
positive outcome (Reitz et al., 2010). Among the conditions Ely (1990) described that 
facilitate the adoption, implementation and institutionalization of educational 
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innovations, the author chose two conditions to focus on for successful implementation: 
1) Dissatisfaction with the status quo, and 2) Knowledge and skills.  
To draw the attention of occupational therapy practitioners and guide them to 
adopt this new assessment tool in their therapy planning, it is necessary to provide them 
an opportunity for self-assessment about their current situation and identify 
dissatisfaction with their current experience with other functional assessment tools. 
Placing copies of a short self-checklist with a case example (See Appendix D) in several 
rehabilitation gyms in nearby facilities could be one of the ways to achieve this first 
prompt. The next question is, who should be targeted in the dissemination process? 
The Diffusion of Innovations theory (Rogers, 1995) categorizes individuals, 
organizations and social systems according to their readiness to adopt innovations as 
innovators, early adopters, early majority adopters, late majority, and laggards. 
Innovators are the ones who bring ideas from sources outside of their community and 
implement those new ideas in a local level. The early adopters serve as role models in 
their communities by raising awareness and persuading mostly the early majority 
adopters to try the innovation. These early majority adopters pass on their positive 
experience to their peers, the late majority, who get motivated by the early majority 
adopters to try this innovation, and this diffusion process finally reaches the most 
traditional adopters, laggards (Rogers, 1995).  
When applied to this doctoral project, it is expected that the case example will 
draw the attention of the innovators and the early adopters because it resonates with their 
clinical experience and the checklist will guide them to evaluate their experience with 
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commonly used assessment tools for clients with dementia in their LTC setting. Next, 
occupational therapy practitioners who choose to try out and use this new assessment tool 
will play a crucial role in further dissemination. Once they decide to adopt this 
innovation, these practitioners will positively affect their peers, such as late majority and 
even laggards, by providing examples of their positive outcomes. Providing a clinical in-
service to occupational therapy practitioners at local LTC rehabilitation gyms and 
providing a poster presentation at the AOTA conference would be additional ways to 
facilitate proper implementation by the innovators, early adopters, and early majorities 
(Reitz et al., 2010).  Their positive experience using this new tool will potentially 
influence the late adopters and laggards in a LTC setting. If a couple of occupational 
therapy practitioners make a positive comment about the assessment tool from their 
positive experience, e.g. it took a short time to administer this assessment and they found 
it useful in documentation, peers around those therapy practitioners might be interested in 
trying and seeing its usefulness in their own therapy sessions.  “Trying out” the 
innovation is low risk because the new tool is easy to learn and use, which may 
encourage practitioners to investigate.   
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CHAPTER 4: EVALUATION PLAN 
 Program evaluation is necessary not only to assess program implementation but 
also to improve its performance (Newcomer, Hatry, & Wholey, 2004). Considering that 
the outcome product of this doctoral project is an assessment instrument not an exercise 
program or a therapeutic intervention, program evaluation will focus on its usefulness 
and practicality in a clinical setting based on the feedback from the occupational therapy 
practitioners who tried using this tool in their clinical setting. The feedback from current 
occupational therapy practitioners would be useful in optimizing practicality in use 
during therapy and maximizing its benefit in a LTC setting.  
The Logic Model 
 A logic model provides information regarding the whole process of a program’s 
expected performance, the identified problem that the program focuses on, and how the 
program is qualified to address it (McLaughlin & Jordan, 2010). In this project, the logic 
model will describe how this new instrument should be incorporated in the therapy 
process for clients with dementia in a LTC setting to achieve its targeted short-term, 
intermediate, and long-term outcomes. The logic model is visually depicted in Figure 4.1.   
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Figure 4.1. The Logic Model  
 
 
 
 
 
 
Outputs 
Check (V) in rating based on the level of needed support in 
different timelines 
 
Short-term Outcome 
• Increased use of objective data in therapy outcome 
analysis  
• Increased number of therapy documentations with 
valid objective data 
 
Intermediate Outcome 
Increased number of therapy claims with valid clinical 
evidence 
 
Long-term Outcome 
Increased number of clients who qualify for continuous 
therapy services with valid clinical evidence 
 
• Input/Resources: Project clients are geriatric clients with dementia in a LTC 
setting. Project resources include staffing (i.e. occupational therapy 
practitioners) and a LTC facility.   
Inputs/Resources 
Project Client Resources 
Geriatric clients with 
dementia 
Occupational therapy 
practitioners 
A LTC facility 
External Context 
• Duration of 
therapy session,  
• Documentation 
software,  
• Availability of 
educational 
resources 
 
Activities 
Functional assessment using the FPM-D 
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• Activities: Occupational therapy practitioners administer functional 
assessment using the FPM-D to measure functional progress in the project 
clients who are receiving occupational therapy.  
• Outputs: The FPM-D provides assessment results with checkmarks (V) in 
rating based on the level of needed support in different timelines and a 
positive change in rating points between two time points indicates functional 
improvement.  
• Short-Term Outcome: When it is incorporated in therapy process that it was 
designed for, there will be increased use of objective data in therapy outcome 
analysis and there will be an increased number of therapy documentation 
reports that include objective data to support functional progress in clients 
with dementia in a LTC setting.   
• Intermediate Outcome: There will be an increased number of therapy claims 
with valid clinical evidence of functional improvement in clients with 
dementia in a LTC setting.  
• Long-Term Outcome: There will be an increased number of clients who 
qualify for continuous therapy services with valid evidence of medical 
necessity.  
• External context: Duration of therapy, documentation software, availability of 
educational resources will be influential contextual factors in clinical 
implementation. 
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Core Purpose of the Evaluation 
 In this formative evaluation, the author aims to investigate the practicality and 
usefulness of the instrument in a LTC setting. Considering that the focus of the 
evaluation is to monitor the quality of the instrument when it is used in the actual clinical 
setting, the purpose of the evaluation is descriptive and will be based on feedback from 
the users, current occupational therapy practitioners treating clients with dementia in a 
LTC setting.  
 
The Evaluation 
As part of a follow-up research study, this evaluation will be initiated within 6 
months after the completion of this doctoral project. Considering the characteristics 
described in the Diffusion of Innovations theory (Rogers, 1995) in regards to the 
innovators and the early adopters who are open to the new idea and willing to try the 
new way, a total 15 occupational therapy practitioners will be selected by the author in 
nearby LTC facilities within a 15–30 miles radius from the author’s location, the North 
Jersey area. To select the innovators and the early adopters of each facility, the author 
will communicate with directors of rehabilitation of nearby facilities to schedule a site 
visit to introduce the opportunity to participate in this project to occupational therapy 
practitioners.  At the end of each visit, the author will provide the group with contact 
information to reach out if they are interested in this opportunity. For those who express 
further interest on site, the author will exchange contact information with them because 
they could be considered as potential participants. Before the evaluation, occupational 
therapy practitioners who indicated their interest to participate in this study will be 
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provided with the Consent Form (Appendix E) for participating in a research study. Upon 
returning a signed copy of the consent form, each therapy practitioner will be provided 
with a copy of the FPM-D and instructed in how to use this form by the author. The 
participation period is two months and each participant will be asked to incorporate this 
instrument in assessing clients with dementia throughout their therapy process in his or 
her clinical setting. Although there is no maximum limitation in the number of clients to 
be assessed, the author will request at least 3 cases per each participant.  
After 2 months of using this form in their clinical setting, the participants will be 
asked to complete an online survey (Appendix F). The online survey will be provided 
using online survey based software such as SurveyMonkey (“Survey Software Tool for 
Free Professional Research | SurveyMonkey”, n.d.). The author will decide whether the 
instrument needs any revision based on the analysis of feedback. If the author needs a 
second opinion during the review and any technical advice during the evaluation process, 
she may reach out to fellow clinical specialists in her local area about the feedback 
regarding the clinical suitability and to Professor Wendy Coster, the author’s academic 
mentor at Boston University for advice regarding the general process of instrument 
evaluation.  If revision is indicated based on the analysis, an evaluation of the revised 
evaluation will be scheduled with an additional 15 participants that do not include 
previous participants.   
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Budgets 
 Table 4.1 provides budget specifics of this project evaluation.  
Table 4.1. Budget Specifics of Evaluation Costs 
Evaluation activities Budget 
Communication 
(Telephone and Email) 
$100 
Copyright registration fee $85 
Printing $100 
Online Survey Monthly Fee $50 ($25 per month) 
Travel $150 
Computer $1500 
Total $1985 
 
• Communication: Telephone and Email will be the primary method for 
communication with directors of rehabilitation in nearby facilities and also 
participants of the evaluation. 
• Copyright registration fee for the FPM-D (See Appendix C): To prevent 
unauthorized mass circulation and modification, copyright registration is 
necessary for the instrument. The fee ($85) for a basic registration (Forms | U.S. 
Copyright Office, n.d.) is budgeted for the copyright registration of the 
instrument.    
• Printing: The cost for printing is estimated for the first evaluation and 35 copies of 
the consent form and the FPM-D (Appendix C), which will be printed by a local 
printing company that provides mass printing services.  Although the survey for 
the participants will be administered online using SurveyMonkey, the cost for 
printing also includes funds in case of the need to print the survey form.  
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• Online Survey Monthly Fee: The evaluation survey will be administered with 
online survey software, SurveyMonkey. Considering the need of an open-ended 
question in the survey, a monthly cost of $25 is budgeted (“SurveyMonkey Plans 
and Pricing”, n.d.) for two months as a total cost of $50.  
• Costs for travel: The personal car of the author will be used for travel to local 
therapy gyms within a 15–30 miles radius from the author’s location, North 
Jersey area. The budget for travel may increase over time considering potential 
increases in gas cost. 
• The cost of a personal computer of the author is included in the budget.  
Evaluation Goals 
 The goals for the project evaluation are related to the constructional elements of 
the instrument and whether they function the way they were designed to function. The 
goals are to: 
1. Determine whether the administration instructions were easy to understand for 
occupational therapy practitioners. 
2. Determine whether occupational therapy practitioners found the customization 
feature for target activities useful in establishing therapy goals for clients with 
dementia in a LTC setting. 
3. Determine whether occupational therapy practitioners found the rating system 
using different time points effective in therapy outcome analysis. 
4. Determine whether occupational therapy practitioners found the outcome data 
of the instrument useful for indicating functional progress of the clients in their 
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therapy documentation. 
5. Determine whether occupational therapy practitioners found this instrument 
more useful than other commonly used assessment tools (e.g. MBI, FIM, and 
Blessed dementia scale) in a LTC setting. 
6. Determine what changes could be considered to make the instrument more 
useful and effective for clinical use.  
 
Evaluation Questions 
 The post-project survey will include evaluation questions asking the users, 
occupational therapy practitioners, about the practicality and the usefulness of this 
instrument when assessing clients with dementia in a LTC setting. Their responses will 
be measured at the ordinal level using the Likert type scale (Vagias, 2006) except for the 
last question that will have a comment box. Each question will be referring to one 
evaluation goal (See Appendix F).  
The Outcomes 
 The responses collected from the participants using the online survey website will 
provide information about 1) user-friendliness of the administration instruction, 2) 
usefulness of the customization feature in establishing therapy goals for clients with 
dementia in a LTC setting, 3) perceived effectiveness of the rating system using different 
time points in therapy outcome analysis, 4) usefulness of the assessment outcome data in 
therapy documentation, 5) perceived effectiveness of the instrument compared to other 
assessment tools, and 6) customers’ suggestions for improvement.  
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A Data Analysis Plan 
 Answers to each survey question will be tracked and recorded in an Excel file. 
The author will provide a reminder email with a website link for the survey to each 
participant 2 weeks before the completion due date. Responses to each question will be 
calculated in percentage (%) and the percentage of the answers marked as “Disagree” or 
“Strongly Disagree” will be used as an indicator for further revision. If the rate of 
satisfaction with a particular component (item) is not > 95%, the author may consider this 
feedback in the revision. The updated version of the tool will be followed up with another 
evaluation to confirm improvement. The outcome of the evaluation will be included in 
the presentation material with statistical data in the AOTA conference (See Chapter 6: 
Dissemination Plan).  
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CHAPTER 5: FUNDING PLAN 
Project Description 
This doctoral project focused on the development of a new functional assessment 
tool that could be used as a therapy progress measure in clients with dementia in a LTC 
setting. To meet the clinical needs of these clients and ensure practicality of this 
assessment in this clinical setting, the FPM-D is designed as a short-form assessment that 
takes less than 15 minutes to administer and has a progress-tracking feature with different 
timelines in one form using a checkable rating grid next to each customizable goal 
activity (Appendix C). It is designed to measure both physical and cognitive function by 
rating the amount of support, including both physical assistance and various cues, needed 
for a client to complete customized ADL tasks based on the Cognitive Model in 
occupational therapy practice (Lazzarini, 2005).  
The dissemination plan is based on the Diffusion of Innovations theory (Rogers, 
1995). A checklist with a case example (Appendix D) will be used in dissemination to 
draw the attention of occupational therapy practitioners, and provide insight about the 
problems with commonly used functional assessment tools when they are used in a LTC 
setting. Dissemination will include two parts: (1) a clinical in-service at several local 
rehabilitation gyms with copies of the checklist and case example (Appendix D) and the 
example page of the assessment tool (Appendix C) and (2) a poster presentation at the 
AOTA conference. Both would be used to facilitate dissemination to the targeted 
audience, especially the innovators, early adopters, and early majorities (Reitz et al., 
2010).   
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Available Local Resources 
• Many local printing companies located in the New Jersey area (e.g. Budget Print, 
Sir Speedy, FedEx Office) provide mass printing services. Copies of a checklist 
and the case example (Appendix D), an example page of the FPM-D (Appendix 
C), poster and handouts for the AOTA conference could be printed using mass 
printing services. This cost is included in the budget. 
• Many local therapy gyms accept clinical in-services from a skilled clinician. 
Scheduling an in-service with the Directors of Rehabilitation in local therapy 
gyms, fully utilizing a local network for feedback and facilitation will be useful 
for successful dissemination. The expense in communication and travel to various 
locations in the state of New Jersey is included in the budget.  
Needed Resources: Budget 
 Considering that the instrument is already completely designed with the author’s 
personal computer using Microsoft Word, this funding plan includes the cost of program 
evaluation (See Chapter 4: Evaluation Plan for the specifics) and budgets for two 
dissemination activities. Table 5.1 indicates the cost of each item and the total budget. 
The specifics of dissemination activities are described in depth in Chapter 6: 
Dissemination Plan. 
Table 5.1 Total Budget of the Project 
Budget Items Amount 
Program Evaluation $1985 
Local Level Dissemination $2235 
Public level Dissemination $2983 
Total $7203 
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 Potential Funding Sources 
Dissemination of the project is anticipated to be low cost at both the local and 
public levels. At the beginning of the local level dissemination, personal capital will 
cover most of the expenses in a small-scale dissemination at nearby local therapy 
departments. Although utilizing the infrastructure of a local network could be another 
way to cover expenses as well, there may be an increased need of additional funding 
sources for disseminating to more or larger audiences in various locations over time. 
Table 5.2 indicates potential funding opportunities other than personal capital and a local 
network. 
 
 
  
  43
Table 5.2 Potential Funding Opportunities 
Funding Source  Description 
Type or Amount of 
Funding 
Alzheimer’s 
Association  
Research Grant 
(AARG) 
AARG funds investigators that are new to 
Alzheimer’s and related dementia field of 
research. The purpose is “to provide newly 
independent investigators with funding that 
will allow them to develop preliminary or 
pilot data, to test procedures and to develop 
hypotheses” (“Types of Research Grants”, 
n.d.).  
Limited to $150,000 for 
up to three years, 
minimum of 2 years 
The Dudley Allen 
Sargent Research 
Fund (DASRF) 
The purpose of the DASRF is 1) to provide 
financial assistance to Sargent College 
students enrolled in post-professional doctoral 
degree program in various areas of research, 
and 2) “to provide seed money to various 
areas of research undertaken at the college” 
(“Dudley Allen Sargent Research Fund”, n.d.) 
Doctoral Candidate 
Application: $5000 
Post Doctoral 
Application: $7000 
Research on Informal 
and Formal 
Caregiving for 
Alzheimer’s Disease 
(R21) 
National Institute on 
Aging 
 
This funding supports applications that 
propose “population- and community-based 
research on the scope and impact of AD 
caregiving; improved characterization of 
information and formal caregiving and the 
burden of caregiving across the full spectrum 
of the disease” (“Research on Informal and 
Formal Caregiving for Alzheimer's Disease 
(R21)”, n.d.). 
“Program 
director/Principal 
investigator is invited to 
work with his/her 
organization to develop 
an application for 
support” (“Research on 
Informal and Formal 
Caregiving for 
Alzheimer's Disease 
(R21)”, n.d.). 
The Academy Health 
New Investigator 
Small Grant Program 
This funding program is designed to support 
the early careers of new health services 
researchers for innovative, timely, and 
relevant research (“New Investigator Small 
Grant Program”, n.d.). 
$10,000 
Emerging Directions 
for Addressing 
Health Disparities in 
Alzheimer’s Disease 
(R03) 
National Institutes of 
Health 
The research approaches of interest include 
“understanding the disparities in access to and 
utilization of formal long-term supports and 
services for those with dementia” (“PAR-15-
350: Emerging Directions for  
Addressing Health Disparities in Alzheimer's 
Disease (R03)”, n.d.).  
Limited to $50,000 in 
direct costs per year  
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CHAPTER 6: DISSEMINATION PLAN 
Program Description 
The FPM-D is developed to properly measure functional progress in persons with 
dementia in a LTC setting. This doctoral project originated from the problem that there is 
no functional assessment tool that properly meets clinical demands of clients with 
dementia in this setting and these clients often get discharged from therapy earlier 
because commonly used functional assessment tools could not properly capture their 
functional progress. To maximize usefulness, it is designed as a short form assessment 
that includes assessment items that are all applicable to a LTC setting and focuses on 
both cognitive and physical aspect of function in measuring functional progress based on 
the Cognitive Model in occupational therapy practice (Lazzarini, 2005). These unique 
features are described in detail in Chapter 3: Description of Project.   
Dissemination Goals 
• Long-term goal: Project results will contribute to proper reporting of 
functional improvement of clients with dementia in a LTC setting. 
• Short-term goal: Project results will increase awareness of occupational 
therapy practitioners working in a LTC setting of the importance of properly 
measuring functional improvement of clients with dementia in a LTC setting.  
• Short-term goal: Project results will inform current occupational therapy 
practitioners working in a LTC setting about the usefulness of the FPM-D in 
therapy outcome analysis.  
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• Short-term goal: Project results will contribute better understanding of how 
to utilize the FPM-D in therapy process.  
 
Target Audiences 
The primary target audience for dissemination is occupational therapy 
practitioners working with clients with dementia in a LTC setting in the North Jersey area 
(local level dissemination) and occupational therapy practitioners attending the AOTA 
conference in 2018 (public level dissemination). For the local level dissemination, a 
clinical in-service will be provided to the group of occupational therapy practitioners in 
each local rehabilitation gym in nearby facilities located within a 15–30 miles radius 
from the author’s location (North Jersey area). Although the in-service will be provided 
to the whole group, the innovators, the early adopters and the early majority of the group 
would be the ones who would be open and willing to try this innovation. This pattern of 
diffusion also applies to the public level dissemination. Considering that the in-service 
schedule would be arranged between the author and directors of rehabilitation who could 
influence the group openness to the new ideas in their clinical settings, directors of 
rehabilitation are considered as a secondary audience in the local level dissemination.  
Dissemination Activities 
 Dissemination activities are divided into two parts. The first part is the local level 
dissemination and the second part is the public level dissemination.  
1) Local level dissemination activity: The local level dissemination will take place 
for six months. The author will arrange a clinical in-service with directors of 
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rehabilitation in the nearby LTC facilities that are located within a 15–30 miles 
radius from the author’s location, the North Jersey area. The in-service will be 
arranged over the phone or via email communication between the author and 
directors of rehabilitation. Considering that most rehabilitation gyms in nearby 
LTC settings accept a clinical in-service from a skilled clinician during their lunch 
break, the in-service will be designed so as to be completed within 30 minutes 
including Q&A. The duration and timing of the clinical in-service may be tailored 
to fit the schedule of the rehabilitation department of each facility.  
a. Written information: During the in-service in a local therapy gym, copies 
of the checklist with a case example (Appendix D) and the example page 
of the instrument (the last page of Appendix C) will be provided to the 
primary audience (occupational therapy practitioners) and the secondary 
audience (a director of rehabilitation) for better understanding about the 
content of the in-service presentation.  
b. Person-to-person contact: The clinical in-service will be scheduled with a 
director of rehabilitation at least 2–3 weeks ahead of time and the author 
will provide her email contact information at the end of the presentation 
for further questions. After the clinical in-service, the author will stay on 
site for 15–20 minutes to address any questions in person as well.  
2) Public level dissemination activity: The AOTA conference will be utilized as the 
communication channel for the public level dissemination. Considering the 
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timeline of the completion of this doctoral project, the poster presentation will be 
provided at the AOTA conference in 2018.  
a. Written information: Along with the preparation of a poster presentation at 
the AOTA conference, a journal article describing the specifics of the 
instrument and results of the outcome analysis of its usefulness in the 
clinical setting will be submitted to American Journal of Occupational 
Therapy (AJOT) within 6–8 months of the completion of this doctoral 
project. The article will also include feedback from the target audiences 
during the local level dissemination.  
b. Person-to-person contact: A poster presentation proposal will be submitted 
in 2017 for the AOTA conference in 2018. The poster will provide the 
results of the investigation of the usefulness of the FPM-D in progress 
management and documentation in a LTC setting.  
Techniques, Timing, & Responsibilities 
 The FPM-D is an innovation. Considering the purpose of disseminating this new 
innovation, the techniques used in dissemination planning are based on the Diffusion of 
Innovations theory (Rogers, 1995). According to the Diffusion of Innovations theory 
(Rogers, 1995), change comes from dissatisfaction of the target audiences with the 
current situation. It is important to draw the attention of the target audiences to the 
identified problem in the current situation and provide them an opportunity to evaluate 
the problem in their clinical setting. Once the target audiences comprehend that the 
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problem cannot be solved with currently available methods, they will be more interested 
in the innovation, the new ideas. 
 The author will use the clinical example (Appendix D) at the beginning of the 
clinical in-service and a poster presentation at the AOTA conference to draw the attention 
of the target audiences to the problem. Depending on the amount of time available for the 
presentation, the number of case examples may increase. The case examples will be 
carefully selected based on the clinical experience of the author working with clients with 
dementia in a LTC setting. These case examples will draw the attention of current 
occupational therapy practitioners working with their clients with dementia because of 
the similarity with their own experiences. The checklist (Appendix D) will assist them to 
evaluate their current situation by asking whether it has been challenging to document 
functional progress of clients with dementia in their LTC setting and what their 
experience with commonly used functional assessment tools has been.   
Once they are ready to learn about the FPM-D, the next step is to assist them to 
acquire knowledge about this instrument to be able to make an informed decision in 
selecting an appropriate assessment instrument in their setting. The author chose a 
clinical in-service at nearby LTC facilities and a poster presentation at the AOTA 
conference in 2018 as the strategies to facilitate proper implementation of this instrument. 
Based on the Diffusion of Innovations theory (Rogers, 1995), the innovators, the early 
adopters and the early majority adopters would be willing to adopt the new ideas after the 
clinical in-service and the poster presentation at the AOTA conference. Considering that 
their experience will potentially affect the willingness of the rest of the group such as the 
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late majority and laggards, it will be important to have the innovators, the early adopters 
and the early majority adopters possess adequate knowledge and skills to successfully 
implement this instrument in their clinical setting. Therefore, the author will address 
inquiries not only during the in-service and the poster presentation but also after the 
dissemination activities by exchanging contacts for further discussion.  
 Considering the completion time of this doctoral project, the poster presentation 
will take place in the AOTA conference in 2018. Therefore, the local level dissemination 
will take place earlier than the poster presentation and will start from the nearby facilities 
in the North Jersey area. The author will be responsible for arranging a clinical in-service 
with each facility over the phone or via email communication, driving, and preparing 
handouts and equipment required for the dissemination. 50 copies of the checklist with a 
case example (Appendix D) and the example page of the instrument (the last page of 
Appendix C) will be printed with a local printing company that provides mass printing 
services. Depending on the set up of the facility, a PowerPoint presentation may be 
utilized along with the handouts. 
Dissemination Budget 
Considering that there are two dissemination activities in this project, Table 6.1 
provides specifics of budgets in both the local level and the public level disseminations. 
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Table 6.1 Budget Specifics of Dissemination Costs 
Local level dissemination Budget Public level dissemination Budget 
Communication 
(Telephone) 
$100 
AOTA conference 
Registration fee 
$483 
Printing 
(Checklist & the example page 
of the assessment form) 
$200 
Poster Printing 
(Poster printing & shipping) 
$100 
Consultation $200 Handout Printing $100 
Travel $150 Travel $1500 
Copyright Registration (The 
assessment tool) 
$85 Meal & Lodging $800 
Computer $1500 Computer $0 
Total $2235 Total $2983 
 
• Communication: Telephone and e-mail will be used as primary modes of 
communication during the local level dissemination. The target audience for 
communication will be Directors of Rehabilitation in several LTC facilities and a 
local network in the northern New Jersey area.   
• Printing: Printing will be done with a local printing company that provides mass 
printing services. For local level dissemination, 50 copies of a self-checklist and 
the example page of the assessment tool will be printed out at first and more 
copies will be printed as needed over time. In regards to public level 
dissemination, the costs for the printing and shipping of the poster and the 
printing of the handouts are included in the budget under the category, Print.   
• Consultation cost: The availability of consultation could be helpful in the 
dissemination plan not only to make the innovation comprehensible to the target 
audiences, but also to effectively reach larger audiences in various locations. 
Utilizing online resources regarding effective dissemination strategies (Saywell, 
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Cotton, & Woodfield, 2002; Fisher, & Odhiambo, 2003) and contacting 
dissemination experts would be feasible ways to address any challenges in 
dissemination. Considering that most of the problem solving activities would be 
done online, $200 is budgeted at first but may increase over time if there is 
increasing need of consultation. 
• Costs for travel: Considering that the local level dissemination will start from 
local therapy gyms within 15–30 miles radius from the author’s location (North 
Jersey area), the author’s personal car will be used for travel. In regards to public 
level dissemination, costs should cover traveling to Salt Lake City where the 
AOTA conference will take place in 2018. Cost for travel is budgeted as $1500 
covering round trip flights from Newark to Salt Lake City and four days of car 
rental. The budget for travel could be increased over time considering potential 
increase in gas cost.  
• Costs for meals and lodging in the public level dissemination: Costs for four 
nights of hotel accommodation in Salt Lake City ($600) and meals ($35–40 per 
day) are budgeted as a total of $800.  
• Costs for the AOTA conference presentation: The AOTA conference will be 
utilized as the communication channel for the public level dissemination. AOTA 
conference registration cost, the printing and shipping of the poster, printing 
handouts, travel (by car), meal and lodging are included in this budget (Table 
5.1).  
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• Copyright registration fee for the FPM-D (See Appendix C), if it is revised after 
the evaluation (Chapter 4: Evaluation Plan): To prevent unauthorized mass 
circulation and modification, copyright registration is necessary for the 
instrument. Although the registration fee is already budgeted in the project 
evaluation, an additional copyright registration fee is budgeted in dissemination in 
case any revisions are made during the evaluation process. The fee ($85) for a 
basic registration (Forms | U.S. Copyright Office, n.d.) is budgeted for the 
copyright registration of the instrument.   
• The cost for the computer is included in the budget for the local level 
dissemination and the same computer will be used for public level dissemination.  
Evaluation 
1) Written information: Positive feedback from the target audiences would be 
considered as the indicator for successful dissemination using this method in both 
the local and the public level dissemination. The author proposes to use a short 
form post-lesson survey to collect this data in the local level dissemination. In the 
short survey, the occupational therapy practitioners will be asked whether the 
written materials provided during the in-service were effective for understanding 
the content followed by the blank comment box for them to fill out for 
suggestions. The number of positive responses will indicate successful 
dissemination. The result from the local level dissemination will be included in 
the journal article the author aims to complete within 6–8 months from the 
completion of this project. The feedback from the reviewers and the readers to the 
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journal article will be considered as one of the indicators for a successful 
dissemination.  
2) Person-to-person contact: In both the local level and the public level 
dissemination, the number of clinicians who exchange contact information for 
further questions will be tracked and recorded in an Excel file. Also, the number 
of people attending the poster presentation will be tracked during the AOTA 
conference. High numbers will indicate successful dissemination with the 
methods used for person-to-person contact. 
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CHAPTER 7: CONCLUSION 
This project introduces the FPM-D by describing its development process, future 
evaluation, and dissemination and funding plans. Development of this innovation was 
initiated from the idea that occupational therapy practitioners need an appropriate 
functional assessment tool that could properly capture functional changes in residents 
with dementia in LTC facilities. The author believes that the problem, the lack of an 
appropriate functional assessment tool for these residents, may have contributed to their 
high therapy claim denial rate from insurance companies due to lack of the evidence of 
functional progress. To investigate potential reasons to this problem, the author 
established the explanatory model and formulated research questions.   
Previous Attempts made to address the Problem 
Four research questions were formulated based on assumptions that limited 
attention has been paid to develop therapy progress measure for LTC residents with 
dementia because people do not understand that the residents can make functional 
improvement. The author investigated evidence from the previous attempts made to 
address the problem by asking 1) whether functional problems resulting from dementia 
have different features than those resulting from acute-onset conditions, such as stroke, 2) 
whether clients with dementia can make functional improvement with appropriate 
rehabilitation intervention, 3) how functional progress for clients with dementia has been 
defined and measured in rehabilitation, and 4) whether the factors considered in 
rehabilitation intervention provided in the long-term care setting are similar or different 
from the factors considered in the acute care setting.  
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As a result, evidence supports the primary assumption with an answer to each 
question as 1) functional limitations displayed by people with dementia are different from 
those typically displayed by people with stroke (Aries et al., 2010; Pahlman et al., 2011; 
Rist et al., 2013), 2) a person with dementia can make functional improvement with 
dementia-adjusted and individually tailored rehabilitative intervention (Heyn, Abreu, & 
Ottenbacher, 2004; Pitkala et al., 2013; Thom & Clare, 2011), 3) functional progress has 
been measured by change in impairment level of motor function, global cognitive 
function, behavioral symptoms and change in “physical” assistance level (Ciro, Hershey, 
& Garrison, 2013; Yu et al., 2013; Lam et al., 2010; McKeith & Cummings, 2005), and 
4) limited attention has been paid to environmental differences between rehabilitation 
settings. 
Project Description 
To develop an ideal functional assessment tool for residents with dementia in 
LTC facilities, the author focused on what factors should be considered when assessing 
“function” of these residents. According to the Cognitive Model in occupational therapy 
practice, cognition, motor functions, and the environment consistently and dynamically 
interact with each other (Lazzarini, 2005). The author considered all three factors in the 
development process to improve practicality and usefulness in the actual LTC setting. 
Therefore, this instrument 1) is designed to assess the function of LTC residents with 
dementia; 2) has a progress-tracking feature built in; 3) takes a short administration time 
to be completed during a therapy session; 4) allows customization of target activities, 5) 
has all items appropriate for a LTC setting; and 6) assesses both cognitive and physical 
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aspects of function. 
All assessment items are categorized under six ADLs including feeding, 
grooming & hygiene, dressing, bathing, toileting, and functional mobility (See Appendix 
C). Under those categories, a target activity could be customized depending on the 
clinical situation of each client and an assessor would indicate what type of support 
would be provided and focused on during the target activity, followed by a rating of the 
level of support provided based on the rating instructions. The progress-tracking feature 
allows the assessor to compare the ratings from different time points and to actively 
incorporate this data in therapy outcome analysis.   
Implications for LTC Occupational Therapy Practice  
 Older adults are one of the fastest growing age groups, and are at high risk for 
developing chronic illnesses such as dementia (“Older adults”, n.d.). The growing 
population suffering from chronic conditions precipitated a growing recognition of 
emerging needs for improving the health of older adults (“Older adults”, n.d.). 
HealthPeople.gov lists “helping older adults managing their own care”, “establishing 
quality measures”, and “analyzing appropriate training to equip providers with the tools 
they need to meet the needs of older adults” as emerging areas that need attention to 
improve quality of life of older adults. Considering the increased national attention to 
investigate ways to improve “quality of life of the older adults”(Kramarow, Lubitz, 
Lentzner, & Gorina, 2007), the author believes that this innovation would positively 
contribute not only to the quality of life of older adults, but also to the quality of 
occupational therapy practice in LTC facilities.  
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 This instrument aims to measure the amount of support needed for older adults in 
their daily care in a LTC setting. Considering that the FPM-D is developed based on the 
evidence of functional improvement potential in older adults with dementia (Heyn, 
Abreu, & Ottenbacher, 2004; Pitkala et al, 2013; Thom & Clare, 2011), it promotes 
effective therapy planning and outcome analysis to improve their quality of life in this 
setting. However, understanding residents with dementia in order to provide the best 
quality care is not just the responsibility of occupational therapy practitioners. This 
instrument will not only assist occupational therapy practitioners to effectively measure 
therapy progress during therapy process, but also promote continuous quality of follow-
up care after therapy intervention. Without an appropriate functional assessment that 
bridges from therapy to the successful follow-up care provided by facility staff or other 
healthcare professionals, the clients’ quality of life will be significantly diminished along 
with the degenerative cognitive changes with dementia. 
 This instrument is designed as a user-friendly assessment tool that promotes 
increased use of objective data in the occupational therapy process from the initial 
evaluation to outcome analysis. The instrument has features such as a short 
administration time, customizable target activities for each client, and progress-tracking 
in different time points to support functional progress of residents with valid objective 
evidence in therapy documentation. Considering that Medicare mandates justification of 
the medical necessity of treatment as a requirement for reimbursement (“Medical Review 
and Education”, n.d.) and other commercial insurance companies also request evidence of 
“functional improvement” from therapy for further authorization, progress analysis based 
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on objective data will be included in the effort to reduce premature discharge rate in these 
LTC facility residents with dementia.  
 With this innovation, the author envisions positive changes in occupational 
therapy practice in LTC facilities and in how people perceive the potential of functional 
improvement in individuals with dementia in these settings. This doctoral project strongly 
promotes the increased attention of occupational therapy practitioners and further studies 
in the effort to assess functional improvement and establish best quality care for this 
population. By incorporating this innovation in the therapy process, occupational therapy 
practitioners can start the first small step of these changes in their clinical setting. The 
author believes that this new innovation will positively contribute to improving the 
quality of occupational therapy services in LTC facilities by effectively meeting the 
clinical demands of each resident for his or her improved quality of life.
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Appendix A. Evidence Summary Table 
 
Abbreviations Explanation 
AD 
ADL 
ALF 
AMPS 
BBS 
BPSD 
 
BUE 
CDSD 
CFL 
CIMP-QUEST 
CNS 
COPM 
CVA 
DAD 
DCM 
DLB 
Dx 
Ex 
F 
FEP 
FTD 
Fx 
GAS 
HH 
IADL 
ICARS 
LE 
M 
Alzheimer’s Disease 
Activities of Daily Living 
Assisted Living Facility 
Assessment of Motor and Process Skills 
Berg Balance Scale 
Behavioral and psychological symptoms of 
dementia 
Bilateral upper extremity 
Cornell scale for Depression in Dementia 
Cognitive Functional Limitations 
Cognitive Impairment Questionnaire  
Canadian Neurological Scale  
Canadian Occupational Performance Measure 
Stroke, Cerebrovascular accident 
Chinese Disability Assessment for Dementia 
Dementia Care Mapping 
Dementia with Lewy Body 
Diagnosis 
Exercise 
Female 
Functional Enhancement Program 
Front Temporal Dementia 
Fracture 
Goal Attainment Scaling 
Home Health 
Instrumental Activities of Daily Living 
International Cooperative Ataxia Rating Scale 
Lower extremity 
Male 
Abbreviations Explanation 
MFS 
MMSE 
MRI 
N 
O2 
OT 
PFL 
QOL 
PROGRESS 
 
RCSN 
RCT 
SNF 
SOT 
TMT 
UE 
Middelheim Frontality Score 
Mini-Mental State Examination 
Magnetic Resonance Imaging 
Number of subjects 
Oxygen 
Occupational Therapist 
Physical Functional Limitation 
Quality of Life 
Perindopril Protection Against Recurrent Stroke 
Study 
Registry of the Canadian Stroke Network 
Randomized Control Trial 
Skilled Nursing Facilities 
Sensory Organization Test 
Trail Making Tests 
Upper extremity 
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1. Search Question (a): Is there evidence that the profile of functional limitations displayed by people with dementia is different 
from the profile of functional limitations displayed by people with stroke receiving rehabilitation intervention? 
 
Author & 
Year of 
Publication 
Type of 
Report 
Participant 
Characteristics & 
Selection 
Site/Context 
of Study 
Variables & 
Measures 
Procedures Key findings Applications 
Jakovljevic 
et al. (2012) 
RCT N = 28; M, mild 
ischemic CVA (70 
± 6 years, 18–20 
months post CVA) 
N=25; M, age-
matched healthy 
control subjects 
UK/unclear - Ratio between 
peak O2 
consumption and 
peak cardiac 
output. 
- Peak Ex cardiac 
power output and 
cardiac output 
Graded cardio 
pulmonary Ex 
test 
- Diminished ability 
of skeletal muscles 
to extract O2, 
- Cardiac pumping 
capability 
maintained 
- Limited Ex 
capacity for 
client with 
CVA 
compared to 
the control 
group 
Wendel et 
al. (2010) 
Single group 
survey study 
N = 79; post-CVA 
(mean 26 months) 
in the community 
Sweden/client 
home 
- Mode of 
transport use,  
- CFL, 
- Depression 
symptoms  
- PFL 
Survey - Considerably 
affected ability to 
use public transport 
after CVA,  
-  Higher 
frequencies of PFLs 
-Depression among 
those with 
decreased/ceased 
public transport use 
- Change in 
cognition and 
physical 
mobility after 
CVA 
 - Increased 
difficulty to 
resume IADL 
leading to 
increased 
depression 
Duncan et 
al. (2003) 
RCT N = 100; sub acute 
CVA (mean age 70 
years; mean 
Orpington score, 
3.4)  
 
- Divided into 
Intervention and 
A 
metropolitan 
area and 17 
participating 
Healthcare 
institutions/in 
a client’s 
home 
Post-intervention  
-  Strength, UE and 
LE motor control; 
Fugl Meyer,  
-Balance; BBS and 
functional reach),  
- Endurance; peak 
aerobic capacity 
-Structured, 
progressive 
program of 
therapeutic Ex 
with 
supervision by 
therapist;  
- In-home 
-Both groups 
improved in 
strength, balance, 
UE & LE motor 
control, UE 
function, and gait 
velocity.  
- Greater 
Providing 
components of 
physical 
functions 
related to 
physical 
limitations 
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Control group) and Ex duration,  
-UE function; 
Wolf Motor 
Function Test 
-Mobility 
program 
targeting 
flexibility, 
strength, 
balance, 
endurance, and 
UE function 
improvement in 
intervention group 
in balance, 
endurance, peak 
aerobic capacity, 
and mobility. 
 
Bultmann 
et al. (2013) 
RCT/multi-
center study 
N = 23; acute, 
isolated cerebellar 
CVA 
N=13; healthy age-
matched controls 
Germany/ 
University 
hospital in 
Essen and 
five other 
neurological 
hospitals in 
the 
surroundings  
- Cerebellar 
symptoms; 
ICARS,  
- Dynamic post 
urography; the 
SOT of the 
EquiTest 
MRI 
 
- Treadmill 
training during 
the first 2wks 
by an 
experienced 
therapist 
- No significant 
difference in 
symptom after 3 
months of training  
-  Significantly 
more severe ataxia 
for clients with 
larger infarct 
volumes  
- No significant 
effect using 
treadmill training  
-Mild ataxia in gait, 
lower limbs 
persisted even after 
the training 
- How to 
quantify 
Cerebella 
CVA symptom 
- What are the 
variables 
(ataxia, 
posture and 
gait 
disturbances, 
kinetic 
functions, 
speech 
disorders, 
oculomotor 
disorders) by 
using ICARS 
Edelmann 
et al. (2004) 
 
Data 
Collection, 
Assessment, 
Observation 
N = 166; with 
dementia; in 
special care 
facilities, ALFs, 
Adult day centers 
US/2 
dementia 
specific 
facilities, 3 
ALFs, 3 
community 
passed adult 
day centers 
- Age, gender, 
ethnicity, length of 
stay,  
- MMSE 
- ADL scale 
- Dementia  
- Depression 
- Geriatrics 
- Data 
collection by 
experienced 
nurse at each 
site  
- DCM 
Observation 
conducted by 
two trained 
- DCM scores 
associated with 
Cognitive & 
functional status 
- DCM: sensitive in 
differentiating 
among persons with 
four levels of 
cognitive 
- Providing 
symptoms of 
dementia and 
measure 
applicable to 
specific 
variable, 
- Greater 
functional 
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mappers impairment 
(Behavior, Well-
being/ill-being, 
Personal Detractors 
and Positive Event 
Records) 
 
impairment is 
associated with 
lower QOL 
Aries et al. 
(2010) 
Assessment 
study 
N=456; Clients 
with AD, N=55; 
FTD and N=48; 
DLB 
Belgium/mem
ory clinic 
- Dementia 
severity and frontal 
lobe symptoms; 
the GDS and the 
MFS 
- GDS  
- MFS  
- Both by the 
clinicians in 
memory clinic 
- More frequent 
frontal lobe 
symptoms in the 
FTD group but 
irrespective of 
dementia severity,  
 - Gradual frontal 
lobe involvement as 
the disease 
progresses 
- Providing the 
list of frontal 
lobe symptoms 
dominant in 
clients with 
various kinds 
of dementia as 
a functional 
limitation 
factor 
Pahlman et 
al. (2011) 
Data 
collection 
N=74; Clients with 
CVA (aged 
between 65 and 97 
years old) between 
0 and 38 days after 
stroke onset (10.4 
SD 9 days) 
 
Sweden/Univ
ersity hospital 
- Balance; BBS 
- Cognitive 
function; CIMP-
QUEST and 
MMSE 
- Balance 
assessed on 
admission, on 
discharge and 
after 1 year 
- Pre-existing 
cognitive 
impairment before 
CVA and Cognitive 
impairment from 
CVA (logical 
deductive ability, 
executive function) 
-> poor balance on 
discharge and 1 
year after stroke. 
- Significance 
of cognitive 
status, both 
before and 
after stroke, in 
balance and 
improvement 
of balance 
after stroke. 
Rist et al. 
(2013) 
Prospective 
cohort study 
N=6105; 
participants with 
previous CVA or 
ischemic attack 
within the past 5 
US/177 
collaborating 
medical 
centers in 10 
countries 
- Cognitive decline 
and dementia 
assessment; 
MMSE 
- Clients 
followed for 
incident 
dementia & 
recurrent stroke 
- Higher the impact 
of MMSE score on 
the risk of dementia 
without recurrent 
stroke than one of 
- High risk of 
dementia over 
time for client 
with stroke 
with low 
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years 
 
Participants from 
the PROGRESS  
 
with MMSE at 
baseline, the 6- 
and 12 month 
visits and 
annually there 
after 
MMSE score on the 
risk of post-
recurrent stroke  
- Increasing risk of 
overall dementia 
with decreasing 
MMSE score 
 
MMSE  
Wilberg et 
al. (2010) 
RCT N=930; 70-year-
old M without 
previous CVA/TIA 
from the 
community based 
Uppsala 
Longitudinal Study 
of Adult Men 
Sweden -Cognitive 
function tests; 
TMT A and B & 
MMSE 
- Investigated at 
baseline using 
TMT A and B 
and MMSE 
with follow-up 
of 13 years 
- TMT-A and 
MMSE results not 
consistently related 
to stroke outcomes 
- Cognitive 
test reflecting 
subcortico-
frontal 
activities as an 
independent 
predictor of 
subsequent 
brain 
infarction 
Spanosnik 
et al. (2012) 
Multicenter 
cohort study/ 
Retro-
spective 
observationa
l study 
N=10658; clients 
(over 18 years old) 
with a first acute 
ischemic CVA 
between 2003 and 
2008  
Canada/  
12 regional 
CVA centers 
(primary 
stroke 
centers) in 
Ontario 
-Demographic 
characteristics, 
marital status, 
living status, and 
comorbid 
conditions 
-CVA severity; 
CNS 
-Primary outcome 
measure: all-cause 
mortality at 30 
days 
 
- Data 
collection using 
RCSN at 
admission and 
discharge by 
neurology 
research nurses 
using chart 
abstraction. 
- More severe CVA, 
diabetes, A-fib, 
Coronary artery 
disease for clients 
with pre-existing 
dementia  
-Definition of 
dementia 
-Differences in 
outcomes after 
CVA, driven 
primarily by 
comorbid 
conditions 
rather than by 
dementia 
itself.  
 
 
  
  
6
4
 
Summary Table of Q1 Review articles 
 
Author & Year 
of Publication 
Objective Design Setting Participants 
Interventions/ 
Method 
Outcome 
Measures 
Result 
Latima, et al. 
(2010) 
To determine the 
evidence for 
therapy 
interventions 
aimed at 
improving UE 
function in adults 
with UE activity 
limitations due to 
a first time chronic 
CVA. 
   - Searched 7 
databases for 
articles 
published up to 
2008; 
- Experimental 
studies of effect 
of BUE 
interventions 
on functional 
outcome; 
- Participants 
with a first 
CVA, 6 or 
more months 
after the onset.  
-Used the 
quality index  
 -Significant 
functional 
improvements after 
6 days of training 
with a non-
mechanical 
bilateral task.  
-Significant 
improvement in UE 
function.  
- Evidence of 
improvement of 
function in adults 
with chronic CVA 
 
Heyn, P., Abreu, 
B. C., & 
Ottenbacher, K. 
J. (2004) 
To determine 
whether physical 
Ex are beneficial 
for people with 
dementia and 
related cognitive 
impairments. 
Meta-analysis on 
published articles 
and non 
published 
manuscripts from 
1970 to 2003 
 
 
    - Increase in 
fitness, physical, 
cognitive function, 
and positive 
behavior in people 
with dementia and 
related cognitive 
impairments. 
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2. Search Question (b): Is there evidence that clients with dementia can make functional improvement with appropriate 
rehabilitation intervention? 
 
Author & 
Year of 
Publication 
Type of 
Report 
Participant 
Characteristics 
& Selection 
Site/Context 
of Study 
Variables & 
Measures 
Procedures Key Findings Application 
Ciro et al. 
(2013) 
Single-
group 
pre-post 
design 
study 
 
N = 1 
Community-
dwelling, 
English-
speaking adult 
with DLB 
Participant’s 
home /US 
- Goal 
activities; 
COPM 
- Goal 
achievement; 
GAS 
-Family centered 
goals using COPM 
-A therapist 
incorporated goals 
into intervention 
based on current 
performance 
- Repetitive 
blocked practice 
with verbal praise, 
compensatory 
supports 
A participant with 
DLB improved 
performance of 
functional tasks with 
this intervention. 
- Positive evidence of 
functional 
improvement 
potential 
-Limitation: Single 
participant and 
Single examiner/ 
interventionist 
Schwenk et 
al. (2014) 
RCT N = 61 (mean 
age: 81.9 years); 
Clients with 
mild to moderate 
stage dementia 
Germany/ 
Hospital 
Gait-measured 
before & after 
the 
intervention 
period using 
computerized 
gait analysis 
system  
- Intervention 
group:  supervised 
progressive 
resistance & 
functional group 
training for 3 
months (2 x/wk); 
developed for 
people with 
dementia. 
- Control group:  
low intensity motor 
placebo activity 
program 
 
-The Ex training to 
improve gait 
compared to control 
group.  
- The intensive 
dementia-adjusted 
training improved 
clinically meaningful 
gait variables in 
people with 
dementia. 
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Yu et al. 
(2013) 
Single 
group 
pilot 
study 
Community-
dwelling older 
adults with mild 
to moderate AD 
US/retirement 
community 
- Executive 
function; 
Executive 
Interview, 
Trail Making 
Test AB, 
Stroop Color 
-Word Test; 
Controlled 
Oral Word 
Association 
Test,  
- Global 
cognition; 
MMSE, QOL-
AD,  
- Depression; 
Geriatric 
Depression 
Scale 
-6-month aerobic 
exercise (3x/wk)  
- Assessments were 
repeated at 
baseline, 3 and 6 
months 
 
-Improved executive 
function from 
baseline to month 3 
and 6 
-Decline in global 
cognition over 6 
months (conflicts 
with meta analysis) 
-QOL constant over 
time but stay high 
 
- Older adults with 
AD were 
significantly less 
physically active than 
peers without AD. 
-Aerobic exercise 
may improve 
executive function, 
QOL and depression 
in older adults with 
AD. 
Lam et al. 
(2010) 
RCT N=74; Chinese 
older persons 
with mild and 
moderate 
dementia (N=37; 
control group 
and N=37; 
individualized 
FEP Intervention 
China/Rehab 
centers 
- Functional 
abilities; the 
DAD and the 
AMPS 
- Mood 
symptoms; the 
CDSD 
- Global 
cognitive 
functions; the 
MMSE 
-OT recruited 
clients. 
-Control group 
received general 
occupational 
therapy and 
intervention group 
received FEP 
intervention. 
-FEP comprised of 
twice weekly group 
sessions of skills 
training and 
problem solving 
- 1 month after 
completion of 
program, both 
groups showed 
improvement in 
process skills of 
AMPS. 
-4 months post-
program, 
Intervention group 
showed a further 
reduction of CDSD 
scores and apathy 
improved at 1 month 
- Potential benefit of 
individualized OT 
customized with 
individual needs and 
continued for 
sustained 
effectiveness 
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using cognitive 
behavioral 
approach 
post-training but 
deteriorated at 4 
months. Group 
differences in 
changes of mood 
functional scores 
were not significant. 
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Summary Table of Q2 Review articles 
 
Author & Year 
of Publication 
Study 
Design/Method 
Objective 
Data sources/ 
Intervention 
Conclusion Application 
Heyn, Abreu, & 
Ottenbacher 
(2004) 
Meta-Analysis To determine benefit of 
physical Exs for people with 
dementia and related 
cognitive impairment  
- Published articles 
and non-published 
manuscripts from 
1970 to 2003 
- Increase fitness 
physical function, 
cognitive function & 
positive behavior 
 
Pitkala, Sayikko, 
Poysti, Standberg, 
& Laakkonen 
(2013) 
Systemic Review To examine the efficacy of 
using a rigorous randomized, 
controlled intervention on the 
physical functioning, 
mobility and functional 
limitation of people with 
dementia 
 - Enhances mobility, 
physical functioning  
 
Gardener, 
Valcour, & Yaffe 
(2013) 
Review article   - Needs more research 
among varied racial, 
ethnic & 
socioeconomic groups 
and about bio markers 
(neuroimaging, 
modifiable risk factors 
and therapy) 
- Limited research 
studies found in 
defining functional 
decline, a dementia 
diagnosis,  
-The lack of 
normative 
neuropsychological 
data & other 
shortcomings inherent 
in existing diagnostic 
criteria 
Woods, Aguirre, 
Spector & Orrell 
(2012) 
Meta-Analysis 
based on trials 
with variable 
quality with small 
sample sizes 
 - Cognitive 
stimulation 
interventions 
targeted cognitive 
and social 
functioning 
- Benefits cognition in 
people with mild-to-
moderate dementia over 
and above any 
medication effects 
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Rolland, Rival, 
Pillard, Lafont, 
Riviere, Albarede, 
& Vellas (2000) 
Review article  To determine the effects on 
autonomy, cognitive 
function, nutritional status, 
behavioral problems and risk 
of falls of physical Ex 
program in clients with AD 
- Regular physical 
Ex, outcome 
measured by 
standardized tools 
- Reduce nutritional, 
behavioral 
complications, and a 
risk of falls 
 
Thom & Clare 
(2011) 
Review article To present evidence to 
support the benefit of 
combining Ex and cognition-
focused interventions for 
people with a range of 
cognitive impairments 
- Combined Ex & 
cognition-focused 
intervention 
- Additional benefits in 
functional ability 
(reducing 
cardiovascular risk, risk 
of falls) 
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3. Search Question (c): Is there evidence regarding how functional progress for clients with dementia has been defined and 
measures in rehabilitation? 
 
Author & 
Year of 
Publication 
Type of 
Report 
Participant 
Characteristics 
& Selection 
Site/Context 
of Study 
Variables & 
Measures 
Procedures Key Findings Application 
Ciro et al. 
(2013) 
Single-
group 
pre-post 
design 
study 
 
Community-
dwelling, 
English-
speaking adult 
with DLB 
Participant’s 
home /US 
- Goal activities; 
COPM 
- Goal 
achievement; 
GAS 
-Family centered 
goals using COPM 
-Therapist formatting 
selected goals into 
intervention based on 
current performance 
-Task oriented 
training provided in 
the form of 
Repetitive blocked 
practice with verbal 
praise and 
compensatory 
supports 
A participant with 
DLB improved 
performance of 
functional tasks 
with this 
intervention. 
- Positive evidence 
of functional 
improvement 
potential 
-Limitation: Single 
participant and 
Single examiner 
Yu et al. 
(2013) 
Single 
group 
pilot 
study 
Community-
dwelling older 
adults with mild 
to moderate AD 
US/retirement 
community in 
St. Paul, 
Minnesota 
- Executive 
function; 
Executive 
Interview, Trail 
Making Test AB, 
Stroop Color 
-Word Test; 
Controlled Oral 
Word Association 
Test 
- Global 
cognition; MMSE 
& QOL-AD,  
-6-month aerobic 
exercise (3x/wk.)  
- Assessments were 
repeated at baseline, 
3 and 6 months 
 
-Improved 
executive 
function from 
baseline to month 
3 and 6 
-Decline in global 
cognition over 6 
months (conflicts 
with meta 
analysis) 
-QOL constant 
over time but stay 
high 
-Older adults with 
AD significantly 
less physically 
active than peers 
without AD. 
-Aerobic Ex may 
improve executive 
function, QOL and 
depression in older 
adults with AD. 
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-Depression; 
Geriatric 
Depression Scale 
 
Lam et al. 
(2010) 
RCT N=74; Chinese 
older persons 
with mild and 
moderate 
dementia 
(N=37; control 
group and 
N=37; 
individualized 
FEP 
Intervention 
China/Rehab 
centers 
- Functional 
abilities; the DAD 
& the AMPS 
- Mood 
symptoms; the 
CDSD 
- Global cognitive 
functions; the 
MMSE 
- OT recruited 
clients. 
- Control group -> 
general occupational 
therapy 
- Intervention group 
-> FEP intervention. 
-FEP (2x/wk) group 
sessions of skills 
training and problem 
solving using 
cognitive behavioral 
approach 
- 1 month post, 
both groups -> 
improvement in 
process skills of 
AMPS 
-4 months post, 
Intervention 
group -> a further 
reduction of 
CDSD  
-Group 
differences in 
changes of mood 
functional scores 
not significant. 
- Potential benefit 
of individualized 
OT customized 
with individual 
needs and 
continued for 
sustained 
effectiveness 
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Summary Table of Q3 Review articles 
 
Author & Year of 
Publication 
Objective Main Outcome Measures Conclusion 
McKeith & 
Cummings (2005) 
To identify BPSD - The brief psychiatric rating scale, the 
Hamilton depression rating scale, & the 
positive and negative symptoms scale, 
neuropsychiatric inventory, the 
behavioral pathology in AD rating scale, 
CDSD, & the Cohen-Mansfield agitation 
inventory 
 
Silverstein, Findley, 
& Bode (2006) 
To examine the usefulness of 
the nursing home quality 
indicators & measures for 
differentiating among providers 
from a rehabilitation outcomes 
perspective 
- The FIM motor gain, the percentage of 
clients discharged to community, & the 
percentage of clients reporting “quite a 
lot” or “completely” prepared to manage 
their care at discharge from SNF based 
rehabilitation 
- No quality measures correlated 
with any rehabilitation outcomes,  
- Inadequate nursing home quality 
indicators and quality measures 
for choosing SNF-based medical 
rehabilitation 
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4. Search Question (d): Are the factors considered in rehabilitation intervention provided in the long-term care setting similar or 
different from the factors considered in the acute care setting? 
 
Author& 
Year of 
Publication 
Type of 
Report 
Participant 
Characteristics 
& Selection 
Site/Context of 
Study 
Variables & 
Measures 
Procedures Key Findings Application 
Freburger, et 
al. (2011). 
 
Cross-
sectional 
analysis 
 
N= 187; 
Individuals with 
dx of CVA who 
survived their 
inpatient stay: F 
(52.4%), white 
(79.5%), black 
(11.4%) and 
Hispanic (9.1%) 
US/hospitals 
and SNFs of 
various 
locations 
- Discharge to 
an institution 
versus home 
- HH versus 
non HH care 
- Inpatient 
rehab facility 
versus SNF 
- Analysis of 
data for 2 years 
(2005–2006) 
from the State 
Inpatient 
Databases 
- People with 
lower incomes 
more likely to 
receive 
institutional 
care & SNF 
versus inpatient 
rehabilitation 
facility care 
 
- Minimal 
information of 
socio-
demographic and 
geographic 
disparities 
 
Summary Table of Q4 Review articles 
 
Author & Year of Publication Type of Report Conclusion 
DeJong (2014) Review article based on a few studies regarding 
the outcomes of clients with hip fx who received 
rehabilitation services in 3 different post-acute 
settings: SNFs, inpatient rehabilitation facilities, 
or HH 
- No setting-specific effects  
- Requires more investigation defining an 
optimum post-acute rehabilitation program 
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Appendix B. Appraisal of Current Methods 
 
MeSH 
terms/Keywords 
Name of 
Assessment 
Examined Contents of 
Assessment Related to 
Function 
Type of Rating 
Scales 
MeSH terms: 
((“Dementia”[Mesh]) 
AND “Geriatric 
Assessment”[Mesh]) 
AND “Feeding 
Behavior”[Mesh] 
The Edinburgh 
Feeding 
Evaluation in 
Dementia Scale: 
determining how 
much help people 
with dementia 
need at mealtime 
(Stockdell & 
Amella, 2008) 
- Only two question 
items related to 
function: Whether the 
client requires close 
supervision or physical 
help with feeding 
- Score answers to 
question 1–10: never 
(0), Sometimes (1), 
often (2) 
Keywords: 
Functional 
assessment-
dementia-functional 
transfer 
Functional 
assessment scales 
in detecting 
dementia (Juva et 
al., 1997) 
- The index of ADL,  
- The modified Blessed 
dementia scale (DS) in 
ADL (eating, dressing 
and continence) and 
IADL (performing 
household tasks, coping 
with money or finding 
one’s way),  
- IADL with eight items, 
- Functional activities 
questionnaire (FAQ) 
with 10 items 
(shopping, handling 
finances, preparing a 
meal and traveling, 
remembering 
appointments and 
paying attention to, 
understanding and 
discussing television, a 
book or a magazine) 
- ADL index: A 
(independent in 
every item) to G 
(dependent in all 
functions),  
- DS: each task of 
ADL scored from 0 
to 3, each IADL 
tasks scored 0, 0.5 or 
1 with total score 
ranges from 
0(independent) to 
17(dependent), 
- IADL measure: 
score ranges from 
8(able to perform all 
the functions) to 
0(cannot perform 
any of the functions), 
- FAQ: total score 
ranges from 
0(independent) to 
30(dependent) 
Keyword: 
SIB - scales of 
independent behavior 
personal living skill 
Scales of 
Independent 
Behavior – 
Revised 
(Bruininks et al., 
1996) 
- Personal living (Eating 
and Meal preparation, 
Toileting, Dressing, 
Personal Self Care, and 
Domestic Skills) 
- Does (or could do) 
task completely 
without help or 
supervision: 0(never 
or rarely), 1(Does, 
but not well or about 
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¼ of the time may 
need to be asked), 
2(Does fairly well or 
about ¾ of the time 
may need to be 
asked), 3(Does very 
well always or 
almost always 
without being asked) 
Keywords: 
Activities of daily 
living, Alzheimer’s 
disease 
The Alzheimer’s 
Disease 
Cooperative 
Study-Activities of 
Daily Living 
inventory (ADCS-
ADL) (Ard, 
Galasko, & 
Edland, 2013) 
- Measuring functional 
ability in cognitively 
normal elderly subjects, 
clients with mild 
cognitive impairment, 
and persons with 
Alzheimer’s disease 
(AD) 
- A numeric score 
with zero indicating 
the lowest level of 
performance, higher 
numbers indicating 
better performance  
- The highest scores 
indicating 
independence of 
each ADL 
- Total scores…of 
each test calculated 
by adding up the 
scores associated 
with the endorsed 
response categories 
across all items (Ard, 
Galasko, & Edland, 
2013). 
Keywords: 
Dependence, 
Alzheimer’s disease, 
caregiver, 
psychometric 
properties 
The Dependence 
Scale (DS) AND 
Disability 
Assessment for 
Dementia (DAD) 
(Wyrwich et al., 
2014) 
- DS - “…originally 
developed to capture the 
caregiver’s assessment 
of the required amount 
of assistance needed by 
patients with AD” 
(Wyrwich et al., 2014) 
- DAD: client’s 
caregiver interview 
measuring ADL and 
IADL (10 areas in 
initiation, planning, 
organization, 
effectiveness of 
performance on leisure 
and housework) 
- DS: Summing the 
scores of all items 
(13 items from Part I 
no=0, 
occasionally=1, and 
frequently=2, Items 
A and B coded as 
no=0 and yes=1, 
 
- DAD: Total scores 
ranges from 0–100 
(higher the better 
functioning) 
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(Wyrwich et al., 2014) 
Keywords: 
Alzheimer’s disease, 
Mild cognitive 
impairment, 
Activities of daily 
living, functional 
assessment, 
reliability, validity 
The Alzheimer’s 
disease functional 
assessment and 
change scale 
(ADFACS) 
(Manero et al., 
2014) 
- To describe the 
functional deficit pattern 
for mild cognitive 
impairment (CI) and 
AD,  
- Interview with an 
informant with day-to-
day knowledge about 
the subject and his/her 
ability to perform 
BADL (6 items: 
toileting, feeding, 
dressing, personal 
hygiene, grooming, 
personal ambulation and 
bathing) and IADL (10 
items: ability to use the 
telephone, performing 
household tasks, using 
household appliances, 
handling money, 
shopping, preparing 
food, ability to get 
around, ability to 
perform leisure 
activities, handling 
personal mail, and 
ability to understand 
situations and 
explanations) 
- Two partial scores 
(for IADL and 
BADL)  
- IADL scored from 
0 to 4:  
0= no impairment,  
1= mild impairment, 
2= moderate 
impairment,  
3= severe 
impairment 4= non-
assessable,  
- IADL total scores 
ranging from 0–30 
 
- BADL scored from 
0 to 5:  
0= no impairment,  
1= mild impairment, 
2= moderate 
impairment,  
3= severe 
impairment, 4= very 
severe impairment 
and  
5= non-assessable  
- BADL total score 
ranging from 0 to 24. 
Keywords: 
Alzheimer’s disease, 
Activities of daily 
living, Clinical trials, 
Patient assessment 
An inventory to 
assess activities 
of daily living for 
clinical trials in 
Alzheimer's 
disease: The 
Alzheimer's 
Disease 
Cooperative 
Study (Galasko et 
al., 1997). 
- “Grooming, Dressing, 
Bathes, Toileting, 
Walking, Eating 
(Galasko et al., 1997).” 
- Independently (the 
highest level),  
- With supervision,  
- With physical help  
(A lower level of 
performance) 
(Galasko et al., 
1997).” 
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Appendix C. Functional Progress Measure for residents with dementia in long-term care facilities (FPM-D) 
 
Rating instruction on Amount of support 
0 - Client needs frequent support to complete the task 
1 - Client often needs support to complete the task 
2 - Client needs occasional support to complete the task. 
3 - Client rarely needs support to complete the task 
4 - Client completes the task independently (may still receive distant supervision) 
 
Indicator of functional improvement: Positive change in “amount of support” over time 
ADL 
Category 
Customized 
Target 
Activity 
Assessment 
Date 
Type of Support  
*If more than 2 applies,  
Check (v) Multiple Types 
Amount of 
Support 
Visual  
Cue 
Tactile 
Cue 
Physical 
Assist 
Verbal  
Cue  
Multiple 
Types 
0 1 2 3 4 
Feeding 
 
(Examples of target 
activities: Feeding 
with fingers; 
Feeding with 
utensils; drinking 
from a cup; cutting 
food with utensil) 
            
           
           
           
            
           
           
           
            
           
           
           
            
           
           
           
  
7
8
Grooming 
& 
Hygiene 
 
(Examples of target 
activities: washing 
face; brushing 
teeth; shaving face; 
managing dentures; 
applying makeup; 
combing hair) 
            
           
           
           
            
           
           
           
            
           
           
           
            
           
           
           
Dressing 
 
(Examples of target 
activities: upper 
body and lower 
body dressing; 
undressing; 
managing zippers 
or buttons; 
managing a belt; 
choosing 
appropriate 
clothing) 
            
           
           
           
            
           
           
           
            
           
           
           
            
  
7
9
           
           
           
Bathing 
 
(Examples of target 
activities: upper 
body and lower 
body bathing, 
perineal care, 
washing feet, 
washing hair) 
            
           
           
           
            
           
           
           
            
           
           
           
            
           
           
           
Toileting 
 
(Examples for 
target activities: 
toileting transfer; 
toileting hygiene; 
flushing; 
handling clothes 
before and after 
toileting) 
            
           
           
           
            
           
           
           
            
           
  
8
0
           
           
            
           
           
           
Functional 
Mobility 
 
(Examples for 
target activities: 
functional transfer; 
Mobile with 
assistive device 
during ADL) 
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< Examples > 
 
ADL 
Category 
Customized 
Target 
Activity 
Assessment 
Date 
Type of Support Amount of 
support 
Visual 
Cue  
Tactile 
Cue 
Physical 
Assist 
Verbal 
Cue  
Multiple 
Types 
0 1 2 3 4 
Feeding 
 
(Examples of 
target activities: 
feeding with 
fingers; managing 
utensils; drinking 
from a cup; 
cutting food with 
utensil) 
Picking up a cup 
of beverage and 
bringing it to the 
mouth without 
spilling 
11/02/15 
At the initial 
   
V   V  
  
11/09/15 
At discharge 
   
V    V 
  
           
           
Locating food 
items on the plate 
with utensil 
11/01/15  V       V  
           
           
           
Scooping a food 
item with a spoon 
and a plate guard 
11/01/15     V     V 
           
           
           
            
           
           
           
*Positive difference in ratings between the initial and at discharge could be used to indicate functional improvement. 
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Appendix D. Checklist with a case example 
 Have you encountered a client with dementia who has made functional 
improvement in therapy but shown no change in the scores of the Modified Barthel Index 
(MBI) (Shah & Muncer, 2000) over time?  Have you struggled in documenting functional 
improvement in clients with dementia at their recertification because they made slow and 
subtle functional progress that wasn’t picked up by commonly used functional 
assessment tools? Please read a case study below.   
 
Mrs. Jones is a long-term resident in a skilled nursing facility. She has been 
suffering from moderate stage dementia and was referred for an occupational therapy 
service due to increasing need of assistance in self-feeding: moderate assistance in the 
MBI. Previously, Mrs. Jones fed herself without any assistance. During the initial 
evaluation, an occupational therapist (OT) noticed that Mrs. Jones also needed 
occasional verbal cue in sequencing along with moderate (physical) assistance during 
feeding. After 4 weeks of occupational therapy, the OT re-assessed her in feeding to 
see whether she had made noticeable functional progress required in recertification for 
continuous services. Based on the reassessment, her MBI score in “feeding” stayed the 
same as the initial evaluation data: moderate assistance. However the OT observed 
functional improvement in Mrs. Jones because now she rarely needs verbal cues during 
feeding.   
 
 Have you treated a client like Mrs. Jones? Please answer the checklist below 
based on your clinical experience in a long-term care setting.  
 
1. Have you had a client with dementia who has made functional progress overtime 
whereas his or her MBI scores stayed the same until the end of the therapy process? 
Yes No 
2. Do you think that commonly used functional assessments such as the MBI or the 
FIM are sensitive enough to fully capture functional progress in clients with 
dementia in a long-term care (LTC) setting? 
Yes No 
3. Have you found that commonly used functional assessment tools include items not 
applicable for the clients in a LTC setting? 
Yes No 
4. In the above case study, the OT could indicate functional improvement as subjective 
narratives in documentation. However, do you think that the objective data (from a 
functional assessment) would have been more effective for clinical justification? 
Yes No 
5. Do you think that the clients with dementia in a LTC setting need a new functional 
assessment tool specific for their clinical needs? 
Yes No 
  
 I am proud to introduce a response to these problems:  the “Functional Progress 
Measure for Residents with Dementia in LTC facilities (FPM-D)”. This short form 
assessment tool is designed specifically to assess the function of clients with dementia. It 
includes progress tracking, customization of functional goals only includes all items 
applicable to a LTC setting, and measures ANY type of support needed by the clients.  
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Appendix E. Consent Form  
 
 
CONSENT TO PARTICIPATE IN A RESEARCH STUDY 
 
Title of Research Study: Investigating the usefulness of the Functional Progress 
Measure for residents with dementia in long-term care facilities (FPM-D) 
 
Investigator: Hyun Jeong Lim, M.S., OTR/L, OTD anticipated September, 2016 
limhj24@bu.edu, limhj24@gmail.com 
(412) 513-6876 (Phone) 
 
Purpose: In this research study, I would like to investigate the usefulness of a new 
instrument, the FPM-D, when it is used in an actual LTC setting. This instrument is 
developed to measure the functional progress of clients with dementia receiving 
occupational therapy services.  
 
Participants:  Licensed occupational therapy practitioners currently treating clients with 
dementia in a LTC facility.  
 
Procedures: If you agree to volunteer to participate in this study, you will be asked to 
incorporate the FPM-D in your assessment of clients with dementia in your clinical 
setting for the next 2 months. We request you use the assessment with at least three 
clients throughout their therapy process (from the initial evaluation to discharge). After 
two months, you will be asked to complete an online survey to share your experience 
with this new assessment tool. Feedback from participants will be analyzed to identify 
whether the instrument needs further revision.  
 
Confidentiality:  All information obtained during this research will be confidential and 
seen only by the investigator. All feedback response surveys will be assigned a code 
number and only the investigator will have access to the list linking your name and the 
code number. After the conclusion of the feedback analysis, this list will be destroyed.  
 
Benefits: By participating in this study, you may gain awareness of the significance of 
objective data in therapy process and knowledge/skills to successfully administer this 
new instrument in your clinical setting. The outcome of this study will contribute to 
ensuring the instrument is effective and feasible for use in the LTC setting.  
 
Compensation: Participants will receive no financial compensation for their 
participation in this study.  
 
Any Foreseeable Risk: Psychological, social, legal or economic risks or discomforts are 
not anticipated as a result of participation in this study. Your participation is 100% 
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voluntary and you are free to choose not to participate or to discontinue your participation 
at any time.  
 
Questions: If you have any questions regarding the research or participation process, 
please contact Hyun Jeong Lim at 412-513-6876 (Phone) or limhj24@gmail.com (Email).  
 
Right to Refuse or Withdraw: Your participation is voluntary in this study. If you want 
to discontinue participation at any point, please contact Hyun Jeong Lim and your 
responses will not be included in the outcome analysis. There is no penalty for 
discontinuation.  
 
_______________________________________________________________________ 
Consent to participate in the research: Investigating the usefulness of the Functional 
Progress Measure for residents with dementia in Long-term Care facilities (FPM-D). 
 
By signing this form, you are indicating that you have read the information in this form 
and agree to participate in this study. You will be provided with a copy of this consent. 
 
__________________________________                           _______________________ 
Participant’s Signature                                                        Date 
 
__________________________________ 
Participant’s Name (Print) 
 
 I provided the above-named participants the purpose of the research described 
above, procedures, compensation, any foreseeable risk and benefits that may be obtained 
during the participation.  Confidentiality is assured in case of both completion of the 
participation or discontinuation during the study. Before receiving a signature from the 
participant list above, I addressed any questions or concerns from the participant to the 
best of my ability.  
 
 
 
________________________________________             ________________________ 
Signature of investigator                                                      Date 
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Appendix F. Online Survey for the Evaluation 
 
 Over the past two months, you agreed to administer the Functional Progress 
Measure for residents with dementia in long-term care facilities (FPM-D) to at least 3 
clients in your clinical setting. We are interested in your experience using this new tool. 
Please answer the questions below (question 1 to 5) by selecting one rating that best 
reflects your experience. After the questions there is a comment box where we invite you 
to share your suggestions for improvement. Your feedback will be very valuable to help 
us assess the current version of the instrument and identify ways to further improve its 
practicality and usefulness in a LTC setting 
 
Rating Scale Instruction 
1 – Strongly disagree 
2 – Disagree 
3 – Neither agree nor disagree 
4 – Agree 
5 – Strongly agree 
 
Survey Questions 1 2 3 4 5 
Question 1. The administration instruction is easy to understand       
Question 2. I found the customization feature useful when 
establishing therapy goals for clients with dementia in my facility.  
     
Question 3. Rating system using different time points such as the 
initial and at discharge was effective for therapy outcome 
analysis. 
     
Question 4. The assessment outcome was useful when 
documenting functional progress of the clients in their 
recertification and progress notes.  
     
Question 5. I found the FPM-D more useful than other 
assessment tools such as MBI, FIM and the Blessed Dementia 
Scale. 
     
 
Question 6. If you have any suggestions for improvement, please share your thoughts in 
this comment box below. If you selected “Strongly disagree”, “Disagree”, or “Neither 
agree nor disagree” to previous question(s), please explain your responses in the box 
below.  
 
 
 
 
Thank you so much of your time and effort for this research study. 
Hyun Jeong Lim 
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Appendix G. Executive Summary 
Purpose 
This doctoral project introduces the Functional Progress Measure for residents 
with dementia in long-term care facilities (FPM-D), a new functional assessment tool 
that aims to properly measure functional progress in residents with dementia by closely 
monitoring changes in their need for support while engaging in daily activities.  
Overview of the Problem 
Most residents with dementia in a long-term care facility experience an advanced 
level of degenerative change in both cognitive and body functions, which leads to 
increasing challenges in engagement in occupation. Considering that cognition is 
dynamically related to motor functions and to the environment (Lazzarini, 2005), a 
functional assessment for this population needs to address physical function, cognitive 
function, and environmental factors. However, most functional assessment tools used in 
long-term rehabilitation do not fully reflect changes in cognitive function of these 
residents, were not made to measure therapy progress in this setting and include 
assessment items inapplicable for residents in a long-term care (LTC) setting. The author 
believes that this problem, the lack of an appropriate functional assessment tool for the 
residents, may contribute to premature therapy discharge because a claim for continuous 
therapy service could be denied by Medicare reimbursement if there is no documentation 
of observable functional improvement.  
Previous Attempts to Address the Problem 
The author proposed that this problem arises from four major factors as: 1) 
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functional problems resulting from dementia have different features than those resulting 
from acute-onset conditions, 2) most functional instruments used in the long-term 
rehabilitation setting do not take into account changes in cognitive function, 3) there has 
been limited attention to functional assessment for clients with dementia because people 
do not expect that clients with dementia would make functional progress through 
intervention, and 4) most cognitive screening tools and functional assessment tools were 
not made to measure therapy progress in the long-term rehabilitation setting. Based on a 
review of the evidence based literature review there is support that: 1) Functional 
limitations displayed by people with dementia are different from those typically 
displayed by people with stroke (Aries et al., 2010; Pahlman et al., 2011; Rist et al., 
2013), 2) A client with dementia can make functional improvement with dementia-
adjusted and individually tailored rehabilitative intervention (Heyn, Abreu, & 
Ottenbacher, 2004; Pitkala et al., 2013; Thom & Clare, 2011), 3) Functional progress has 
been measured by change in impairment level of motor function, global cognitive 
function, behavioral symptoms and change in “physical” assistance level (Ciro, Hershey, 
& Garrison, 2013; Yu et al., 2013; Lam et al., 2010; McKeith & Cummings, 2005), and 
4) Limited attention has been paid to environmental differences between rehabilitation 
settings. 
Suitability of commonly used functional assessment tools in a LTC setting 
Based on clinical experience, the author identified six features of an ideal 
functional assessment tool that meets clinical demands for clients with dementia in a LTC 
setting: 1) designed to assess the function of clients with dementia; 2) has a progress-
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tracking feature built in; 3) administration time less than 15 minutes; 4) allows 
customization of target activities, 5) all items are appropriate for a LTC setting; and 6) 
assesses both cognitive and physical aspects of function. Based on the investigation on 
the suitability of commonly used functional assessment tools in this setting based on 
above six key features, none of these assessment tools meets all six indicators for an ideal 
instrument for clients with dementia in a LTC setting. Therefore, the author is proud to 
introduce a solution to the problem:  the FPM-D.  
Description of the Project 
The primary purpose of the FPM-D is to assess functional performance of the 
clients in a way that is sensitive to both cognitive and physical limitations, and track their 
functional progress over time based on the Cognitive Model (Lazzarini, 2005). To 
capture functional improvement of residents with dementia, the author focused on 
measuring the amount of supports needed during the performance of the target activity. In 
this assessment, “supports” refer to both physical assistance and cues needed for a 
resident to complete the goal activity. Table 1 indicates the six key features of this new 
instrument followed by its theoretical and evidence base for each feature. The FPM-D is 
equipped with these features to ensure its usefulness in a LTC setting. 
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Table 1. Six Key Features of the FPM-D  
 
1. Designed to assess the function of clients with dementia; 
2. Built in progress-tracking feature; 
3. Administration time less than 15 minutes; 
4.  Customization of target activities;  
5. All items appropriate for a LTC setting; 
6. Assessment for both cognitive and physical function 
 
The rationale for each feature is provided next: 
1) Designed to assess the function of clients with dementia: To properly assess 
the functional change in clients with dementia, the author believes that the 
instrument should be designed to address their specific needs and 
characteristics.      
2) Built in progress-tracking feature: A method for tracking progress is essential 
in outcome analysis to provide justification of the medical necessity of 
treatment for continuous coverage from Medicare and other commercial 
insurances. 
3) Administration time less than 15 minutes: Based on the interviews conducted 
with 10 occupational therapy practitioners working in a LTC setting in the 
author’s location, a short administration time was preferred for an assessment 
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tool to ensure usefulness and practicality in any duration of therapy session 
provided in a LTC setting.  
4) Customization of target activities: Considering the different clinical needs of 
each client with dementia, the author believes that customization in target 
activities is an essential feature for an ideal functional assessment tool for 
clients with dementia for proper goal setting based on individual needs.  
5) All items appropriate for a LTC setting: Considering that the target clients are 
clients with dementia in a LTC setting, all the assessment items should be 
applicable for a LTC setting.  
6) Assessment of both cognitive and physical aspects of function: Due to the 
close connection between the cognitive and motor systems (Lazzarini, 2005), 
the author believes that the ideal assessment should be sensitive to both 
cognitive and physical aspects of function.  
As an assessment to measure functional progress, occupational therapy 
practitioners can incorporate this instrument in any rehabilitation documentation such as 
the initial evaluation, progress notes, the recertification, and the discharge summary.  
Implications for the LTC setting 
As a user-friendly assessment tool, this instrument promotes: 1) effective therapy 
planning and outcome analysis to maximize quality of life of the residents with dementia 
in this setting, 2) successful transition to the next level of care after therapy intervention, 
and 3) evidence-based therapy planning and documentation.  
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 Considering that Medicare mandates justification of the medical necessity of 
treatment as a requirement for reimbursement and other commercial insurance companies 
also request evidence of functional improvement from therapy for further authorization, 
progress analysis based on the objective data will: 1) potentially reduce premature 
discharge rate due to the claim denials from insurance companies and 2) increase 
number of clients who qualify for continuous therapy services with valid evidence of 
medical necessity. 
Conclusion 
 The author envisions positive change in occupational therapy practice ultimately 
for both the clinical and financial benefits of residents with dementia, who receives 
therapy services in this setting. By incorporating this innovation in therapy process, 
occupational therapy practitioners can establish more realistic goals for these clients; 
measure their progress appropriately over time; and document functional improvement 
fully supported by this objective measure. The author believes that this new innovation 
will positively contribute to improved quality of occupational therapy services in LTC 
facilities by effectively meeting clinical demands of each resident for his or her improved 
quality of life.
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Development of the Functional 
Progress Measure for Residents with 
Dementia in Long-term Care facilities  
(FPM-D) 
Hyun Jeong Lim, M.S., OTR/L, OTD Candidate 
 
 
The Functional Progress Measure for residents with Dementia in Long-term Care 
Facilities (FPM-D) is a user-friendly instrument that aims to assess functional 
performance of the clients with dementia in a way that is sensitive to both cognitive and 
physical limitations, and track their functional progress over time.  
 
 
Changes most residents with dementia experience in 
Long-term Care (LTC) Facilities 
• An advanced level of degenerative change in both 
cognitive and body functions, which leads to increasing 
challenges in everyday activities.  
• Change in living environment 
 
Considering that cognition is dynamically related to motor 
functions and to the environment (Lazzarini, 2005), a 
functional assessment for this population needs to address 
physical function, cognitive function, and environmental 
factors. 
 
 
Why do we need a new assessment tool to measure functional 
progress in residents with dementia in a LTC setting? 
Most functional assessment tools used in long-term rehabilitation do 
not fully reflect changes in cognitive function of these residents; 
most were not made to measure therapy progress in this setting and 
include assessment items inapplicable for residents in a LTC setting. 
The author believes that the lack of an appropriate functional assessment tool for the 
residents, may contribute to premature therapy discharge because a claim for 
continuous therapy service could be denied by Medicare reimbursement if there is no 
documentation of observable functional improvement.  
  
 
The Solution to this Problem: The FPM-D 
1. Target Clients: Residents with dementia in LTC facilities 
2. Who can administer this instrument? Occupational therapy practitioners 
3. Base theory: the Cognitive Model (Lazzarini, 2005) 
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4. Assessment Categories:  Up to six activities of 
daily living (ADL) such as feeding, grooming & 
hygiene, dressing, bathing, toileting, and 
functional mobility (AOTA, 2014) 
5. Key features 
 Designed to assess the function of clients 
with dementia 
 Includes a progress-tracking feature 
 Administration time less than 15 minutes 
 Target activities can be customized 
 All items are appropriate for a LTC setting 
 Assesses both cognitive and physical function  
 
The FPM-D and Occupational Therapy Practice in LTC facilities 
As a user-friendly assessment tool, this instrument promotes: 
1) Effective therapy planning and outcome analysis to maximize quality of life of 
the residents with dementia in this setting  
2) Successful transition to the next level of care after therapy intervention  
3) Evidence-based therapy planning and documentation  
 
Considering that insurance companies mandate 
justification of the medical necessity of treatment 
as a requirement for reimbursement (“Medical 
Review and Education”, n.d.), progress analysis 
based on the objective data will  
 Potentially reduce premature discharge 
rate due to claim denials 
 Increase the number of clients who qualify 
for continuous therapy services  
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